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As  a  result  of  the  astounding  scientific  and  medical  achievements  of  the  20th  century,  we  now 
know  that  a  fuller  measure  of  health  is  within  reach  for  all  Californians.  Yet,  despite  the  overall 
achievements  in  health  status,  the  burden  of  poor  health  all  too  often  falls  more  heavily  on  some 
population  groups  than  on  others.  The  fact  that  this  “gap”  in  health  status  occurs  more 
frequently  among  people  with  low  income  and  people  belonging  to  racial/ethnic  “minority” 
groups  has  been  documented  both  nationally  and  in  California.  These  groups  are  identified  as 
African  American,  American  Indian,  Asian  and  Pacific  Islander,  and  Hispanic/Latino.  Rather 
than  use  the  term  “minority”,  the  Steering  Committee  decided  that  the  term  “multi-ethnic”  was 
more  appropriate  given  the  growth  of  these  populations  in  California.  Not  only  does  this  gap  in 
the  health  status  experienced  by  these  racial/ethnic  groups  include  consistently  higher  excess 
mortality  and  poorer  overall  health  as  measured  by  infant  mortality  rates  and  disability  levels,  it 
also  involves  disparities  in  health-related  information  and  resources  as  well. 

Confronting  the  gap  in  health  status  among  the  State’s  multi-ethnic  groups  began  with  a  vision, 
followed  by  action,  on  the  part  of  Lela  Folkers,  Barbara  Marquez,  Virginia  Leung  Jang,  and 
other  key  staff  of  the  California  Department  of  Health  Services’  Health  Promotion  Section, 
which  sponsored  and  coordinated  the  first  Multi-Ethnic  Health  Promotion  Conference  in  June 
1991.  As  an  integral  part  of  that  conference,  four  Ethnic  Task  Forces,  under  the  leadership  of 
Steering  Committee  members,  were  formed  to  identify  critical  areas  of  need  with  regard  to 
health  promotion  within  their  respective  communities  and  then  worked  one  step  further  to 
develop  health  promotion  objectives  and  recommendations  for  each  area.  This  information  was 
then  assembled  in  the  form  of  a  series  of  discussion  papers,  which  together  served  as  the 
centerpiece  of  the  conference’s  activities. 

In  addition  to  the  information  contained  in  the  original  discussion  papers,  the  enclosed  Ethnic 
Task  Force  Report  now  incorporates  a  wealth  of  additional  information  garnered  from  hundreds 
of  conference  participants  and  reviewers.  The  Task  Force  Report  is  prefaced  by  a  summary  and 
background  which  provides  a  description  of  the  model  used  for  the  development  of  the  ethnic- 
specific  health  promotion  objectives,  a  summary  of  major  recommendations,  and  a  discussion  of 
future  directions  and  uses  of  the  information. 

The  challenge  of  ensuring  good  health  for  all  residents  is  of  critical  importance  in  California 
because  our  state  is  home  to  a  large  share  of  the  nation’s  total  racial/ethnic  populations.  It  is 
projected  to  be  the  first  mainland  state  with  a  majority  of  “minorities,”  an  emerging  majority  if 
you  will,  possibly  as  early  as  the  year  2005.  California,  as  nowhere  else  in  the  United  States,  is  a 
microcosm  of  multi-cultural  living.  Strategies  to  improve  health  must  be  based  on  the  fullest 
possible  knowledge  of  the  influences  on  health  and  illness  for  a  particular  population  group.  But 
more  often  than  not,  strategies  to  improve  the  health  of  racial/ethnic  groups  are  transplanted  or 
adapted  from  interventions  and  research  based  on  middle-income  whites.  Unfortunately, 
differences  in  culture,  race,  and  language  are  all  too  often  treated  as  a  series  of  obstacles  which 
must  be  overcome  in  providing  health  care  services. 
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As  a  member  of  California’s  emerging  majority,  and  on  behalf  of  the  Multi-Ethnic  Health 
Promotion  Conference  Steering  Committee  and  its  four  Ethnic  Task  Forces,  we  present  the 
enclosed  summary  and  information  on  ethnic-specific  health  promotion  objectives  and 
implementation  strategies  for  the  year  2000  for  California.  This  report  acknowledges  the 
growing  recognition  by  California’s  multi-ethnic  communities  of  the  importance  of  prevention 
and  early  detection  of  the  major  causes  of  excess  mortality,  illness,  and  disabilities  rather  than 
treatment  of  a  disease  after  it  has  occurred.  They  also  emphasize  the  overwhelming  importance 
of  cultural  diversity  as  a  guiding  principle  in  the  development  of  health  promotion  policies  and 
practices. 

As  the  product  of  one  of  the  largest  such  undertakings  ever  brought  to  fruition  in  the  United 
States,  the  Task  Force  Reports  represent  the  product  of  many  months  of  work  by  concerned 
individuals,  health  care  providers,  and  educators  from  public  health,  academia,  and  most 
importantly,  from  the  State’s  ethnic  communities  themselves.  On  behalf  of  all  of  us  associated 
with  the  conference,  I  wish  to  take  this  opportunity  to  thank  each  Task  Force  member  and 
conference  participant  for  his/her  contribution  to  this  important  effort.  Continued  cooperation 
and  commitment  from  such  groups  and  individuals  across  California  will  be  needed  if  we  are  to 
move  our  multi-ethnic  health  promotion  agenda  forward. 

Reaching  the  goal  of  equitable  health  status  for  all  racial/ethnic  groups  will  be  one  of  the  most 
important  public  health  achievements  of  our  time,  not  just  for  California,  but  for  many  other 
states  as  well.  Good  health  and  well-being  is  the  greatest  legacy  we  can  leave  our  children  and 
future  generations.  What  we  do  now  will  influence  the  future  for  good  or  for  bad.  Therefore,  I 
invite  each  of  you  to  join  in  adapting  and  using  the  enclosed  objectives  and  recommendations  in 
your  community. 


Henry  Montes,  Chair 
Steering  Committee 

Multi-Ethnic  Health  Promotion  Conference 
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Summary  and  Background  for  Advancing  a 
Multi-Ethnic  Health  Promotion  Agenda  for  California 


The  Multi-Ethnic  Health  Promotion  Planning  Model 

Preliminary  Planning  Efforts 

To  better  address  the  prevention  and  health  promotion  needs  of  the  state’s  growing  multi-ethnic 
groups,  in  1987  the  California  Department  of  Health  Services'  (CDHS)  Health  Promotion 
Section  coordinated  and  participated  in  a  two-day  workshop  in  Los  Angeles.  The  purpose  of  the 
workshop  was  to  identify  emerging  and  critical  issues  germane  to  the  state’s  ethnic  groups. 
Participation  was  by  invitation  and  the  workgroups  were  largely  comprised  of  representatives 
from  the  state’s  public  health  and  social  service  organizations,  voluntary  health  agencies,  and 
academic  institutions.  Three  major  conclusions  emerged  from  that  workshop: 

•  There  is  a  large  unmet  need  for  culturally  appropriate  and  relevant  health  promotion 
and  risk  reduction  services  targeted  toward  the  state’s  racial  and  ethnic  population 
groups. 

•  There  is  a  wealth  of  innovative  community-based  programs  being  undertaken 
throughout  the  state  which  have  proven  successful  and  which  might  serve  as  program 
models  for  other  ethnic  communities. 

•  There  is  currently  no  forum  or  structure  for  ongoing  information  exchange  of 
innovations,  successful  strategies,  and  program  models  specifically  for  health 
promotion  among  multi-ethnic  groups. 

There  were  strong  indications  from  workshop  participants  that  the  planning  and  direction 
for  future  “minority”  health  promotion  efforts  will  be  most  successful  if  they  originate 
from  the  racial  and  ethnic  community.  Since  advocacy  and  information  exchange  were 
needed,  the  CDHS  would  play  a  critical  role  by:  1)  directing  funding  and  technical 
assistance  to  minority  communities;  2)  continuing  to  act  as  central  focal  point  for  data  and 
technology  transfer;  and  3)  creating  forums  for  information  exchange  by  the  state’s  racial 
and  ethnic  minority  groups.  Since  that  time,  the  CDHS’  Health  Promotion  Section 
incorporated  most  of  the  recommendations  from  the  1987  workshop  into  its  state  and  local 
assistance  programming.  The  consensus  building  model  used  for  planning  the  first  Multi- 
Ethnic  Health  Promotion  Conference  held  in  Sacramento  in  June  1991  represents  one  such 
collaborative  effort  on  the  part  of  many  organizations,  agencies,  groups,  and  individuals  to 
create  the  opportunity  for  communities  to  advance  a  multi-cultural  health  promotion 
agenda  for  California. 
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Planning  Process 

As  depicted  in  Figure  1,  “Model  for  the  Development  of  California  Ethnic-Specific  Year  2000 
Health  Promotion/Disease  Prevention  Objectives,”  the  Multi-Ethnic  Health  Promotion 
Conference  was  part  of  a  larger  planning  and  consensus-building  process.  The  major  elements 
of  the  model  included  the  CDHS,  a  steering  committee,  four  ethnic  task  force  groups,  and  the 
community.  Working  together  towards  the  common  goal  of  creating  a  multi-ethnic  agenda,  the 
task  force  groups  took  the  lead  in  ( 1 )  identifying  health  promotion  priorities  for  their  respective 
communities;  (2)  setting  objectives;  and  (3)  developing  recommendations  for  strategies  to  be 
pursued  to  improve  health  promotion  for  the  state’s  ethnic  groups. 

The  methods  employed  by  the  task  force  groups  to  gain  community  involvement  and  to  develop 
the  initial  discussion  papers  included:  identifying  key  individuals  and  groups  involved  in  service 
delivery,  research,  training  or  who  otherwise  have  health  promotion  knowledge  and  experience; 
conducting  community  assessments  through  surveys  or  interviews;  and  reviewing  existing  data 
and  key  pieces  of  literature.  Once  the  priority  areas  were  selected  and  the  discussion  papers 
were  developed,  they  were  circulated  for  review  and  then  presented  during  the  conference. 
Finally,  feedback  from  conference  participants  concerning  priorities,  objectives,  and 
recommendations  was  consolidated  into  the  final  task  force  reports,  which  together  serve  as  a 
framework  for  advancing  a  multi-ethnic  health  promotion  agenda  in  California.  As  shown  by  the 
model,  community  involvement  was  a  key  ingredient  at  each  juncture  in  the  development  of 
health  promotion  objectives,  from  the  initial  conceptualization  of  the  project  by  the  CDHS  to  the 
dissemination  and  implementation  of  the  objectives  by  community  groups.  This  latter  activity  is 
described  in  the  “Future  Directions”  section. 

Developing  the  California  Multi-Ethnic  Health  Promotion  Agenda  was  a  one-year  consensus¬ 
building  project  that  involved  a  number  of  resources,  key  groups,  and  individuals.  The  Multi- 
Ethnic  Health  Promotion  Agenda  was  conceptualized  in  response  to  and  as  an  outcome  of  earlier 
planning  and  program  implementation  activities  of  the  Health  Promotion  Section.  To  ensure 
that  the  new  health  promotion  agenda  reflected  the  needs  of  California’s  increasingly  diverse 
population,  in  November  1990  the  CDHS'  Health  Promotion  Section  organized,  through  internal 
and  external  nominations,  a  steering  committee  of  15  public  health  leaders  who  represented 
ethnic  community-based  organizations,  academia,  and  federal  and  county  governments.  The 
steering  committee,  chaired  by  Mr.  Henry  Montes,  provided  overall  guidance  for  the  conference 
and  its  members  were  instrumental  in  forming  and  providing  leadership  for  each  of  the  ethnic 
task  forces. 

Convened  in  January  1991,  the  ethnic  task  forces  were  charged  with  setting  health  priorities, 
establishing  objectives,  and  developing  recommendations  for  four  key  ethnic  groups:  African 
Americans,  American  Indians,  Asians  and  Pacific  Islanders,  and  Latinos.  Each  group  met 
separately  over  a  six-month  period  and  developed  unique  working  arrangements  in  accordance 
with  its  own  infrastructure,  resources,  and  cultural  norms.  Continuity  was  provided  by  the 
members  of  the  steering  committee  who  provided  leadership  on  the  various  task  forces.  The 
CDHS  provided  staff  support  and  was  able  to  reimburse  the  costs  of  some  expenses.  However,  it 
should  be  noted  that  the  majority  of  the  necessary  resources  were  supplied  by  the  steering 
committee  and  the  task  force  members  on  a  voluntary  basis. 
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Figure  1 

Model  for  the  Development  of 
California  Ethnic-Specific  Year  2000 
Health  Promotion/Disease  Prevention  Objectives 
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The  Multi-Ethnic  Health  Promotion  Planning  Model 


The  resource  documents  used  in  the  task  force  deliberations  were  Healthy  People  2000:  National 
Health  Promotion  and  Disease  Prevention  Objectives,  published  by  the  U.S.  Department  of 
Health  and  Human  Services1  and  the  Summary  of  Healthy  People  2000.  prepared  by  the 
American  Public  Health  Association2.  Due  to  the  time  constraints  inherent  in  preparing  for  the 
June  1991  conference  and  the  fact  that  the  major  topic  of  concern  was  health  promotion  and  the 
prevention  of  chronic  disease,  the  task  force  groups  were  asked  to  limit  their  deliberations  to  10 
of  the  22  topic  areas  (see  Table  1)  listed  in  these  two  documents.  Within  these  areas,  task  force 
groups  were  asked: 

•  To  prioritize  topic  areas  and  provide  a  rationale  statement  concerning  the  importance,  in 
terms  of  the  health  status  of  the  ethnic  population. 

•  To  review  and  comment  upon  the  relevance  to  the  ethnic  group  of  the  Year  2000  health 
status,  risk  reduction,  and  service  and  protection  objectives.  Each  task  force  was  thus  able  to 
accept  the  objectives  as  written,  modify  the  objectives  to  make  them  more  relevant,  or 
prepare  completely  new  objectives. 

•  To  make  recommendations  on  three  levels  —  policy,  community  interventions,  and  resource 
development  —  for  achieving  the  objectives. 

More  than  100  task  force  members  participated  in  the  development  of  the  initial  discussion 
papers.  As  described  more  fully  in  each  of  the  Task  Force  reports,  during  the  months  preceding 
the  conference,  each  task  force  employed  several  activities  for  prioritizing  topics,  establishing 
objectives,  and  formulating  recommendations.  For  example,  some  groups  formed 
subcommittees  and  held  regional  meetings,  while  other  groups  conducted  statewide  surveys, 
examined  available  state  and  national  data  bases,  and  solicited  written  comments  from 
knowledgeable  reviewers. 

The  Conference  Objectives,  Process,  and  Participants 

The  1991  Multi-Ethnic  Health  Promotion  Conference  played  a  central  role  in  the  development  of 
a  multi-ethnic  health  promotion  agenda.  It  provided  a  statewide  forum  to: 

•  Build  public  and  private  partnerships  for  resource  development  to  expand  and  enhance  health 
promotion  programs  and  services  for  multi-ethnic  communities. 

•  Identify  and  disseminate  culturally  appropriate  and  sensitive  health  promotion  and  chronic 
disease  programs  and  models  for  the  African  American,  American  Indian,  Asian/Pacific 
Islander,  and  Latino  communities. 

•  Create  a  forum  for  participants  to  contribute  to  the  development  of  a  California  Multi-Ethnic 
Health  Promotion  Agenda  based  upon  the  Year  2000  Objectives. 

•  Explore  existing  educational  and  community-based  programs  and  surveillance  and  data 
systems  and  identify  gaps  in  these  systems  related  to  multi-ethnic  communities  and  their 
health  status. 
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In  June  1991,  the  discussion  papers  were  debated  at  the  statewide  conference  referred  to  as  the 
Multi-Ethnic  Health  Promotion  Conference,  but  officially  titled  “Unity  in  Health,  Diversity  in 
Culture,  Advancing  a  Multi-Ethnic  Health  Promotion  Agenda  for  California.”  Although  an 
attendance  of  approximately  150  conference  participants  was  initially  expected,  pre-conference 
registration  had  to  be  closed  once  the  number  of  participants  reached  550  people. 

The  first  day  of  the  conference  was  reserved  for  discussion  groups  on  data  and  surveillance 
systems,  and  for  seminars  on  chronic  diseases  and  risk  factors,  including  those  related  to 
unintentional  injuries  and  violent  and  abusive  behavior.  On  the  morning  of  the  second  day, 
conference  participants  were  able  to  attend  workshops  to  learn  first  hand  about  successful 
community  interventions,  policy  strategies,  and  ways  to  develop  resources.  The  ethnic-specific 
breakout  sessions  were  held  the  remainder  of  the  day.  During  the  breakout  sessions,  participants 
had  an  opportunity  to  discuss  and  comment  upon  the  papers  they  had  received  earlier  as  part  of 
the  conference  materials. 

Each  breakout  session  had  a  facilitator  and  a  recorder.  As  previously  mentioned,  community 
input  from  conference  participants  was  used  to  then  revise  the  papers  and  to  draft  the  final  task 
force  reports.  The  conference  steering  committee,  in  conjunction  with  the  task  force  groups, 
compiled  the  final  recommendations  between  June  and  December  of  1991.  However,  the  major 
changes  or  new  recommendations  garnered  as  part  of  this  working  conference  were  reported  to 
all  participants  during  the  plenary  session  held  at  the  end  of  the  conference.  At  that  time, 
participants  were  invited  to  comment  informally  (and  formally  through  the  written  conference 
evaluation)  on  the  proceedings.  There  was  one  final  review  of  the  post-conference  revised 
reports  by  conference  participants  in  August  1991. 

Health  Promotion  Priorities 

As  stated  earlier,  in  preparing  the  discussion  papers,  the  task  force  groups  were  limited  to  ten  of 
the  twenty-two  topic  areas  in  Healthy  People  2000.  These  topics  (listed  in  Table  1)  were 
selected  because  they  fall  within  the  parameters  of  the  Health  Promotion  and  Tobacco  Control 
Sections  and  their  closely  allied  programs  within  the  CDHS.  The  Task  Force  groups  selected 
those  areas  which  members  felt  to  be  highly  significant  to  promoting  good  health  within  their 
respective  communities.  The  details  of  the  selection  or  priority  topic  areas  are  shown  in 
Table  1.  The  rationale  for  their  selection  is  contained  in  the  individual  task  force  reports.  The 
four  groups  viewed  the  areas  differently  and  some  of  the  groups  went  on  to  set  priority  areas 
while  others  did  not. 
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Table  1 

Priority  Health  Promotion  Topic  Areas  Selected  by  each  Task  Force 

African 

American 

American 

Indian 

Asian/Pacific 

Islander 

Latino 

•  Physical  Activity  &  Fitness 

✓ 

y 

•  Nutrition 

✓ 

✓ 

/ 

y 

•  Tobacco 

/ 

y 

y 

•  Violent  &  Abusive  Behavior 

/ 

y 

•  Educational  &  Community- 
Based  Programs 

/ 

y 

•  Unintentional  Injuries 

y 

•  Heart  Disease  &  Stroke 

✓ 

✓ 

y 

y 

•  Cancer 

✓ 

/ 

y 

y 

•  Diabetes  &  Chronic  Disabling 
Conditions 

✓ 

y 

y 

•  Surveillance  &  Data  Systems 

y 

Source:  Healthy  People  2000:  National  Health  Promotion  and  Disease  Prevention  Objectives.  U.S.  D.H.H.S., 
1990.  Topic  areas  in  Table  1  are  listed  in  the  order  in  which  they  appear  in  Healthy  People  2000. 


New/Modified  Objectives 

Once  they  had  identified  priority  areas  for  their  respective  community,  each  task  force  was 
then  asked  to  review  the  objectives  already  developed  by  the  Federal  Public  Health  Service 
and  contained  in  Healthy  People  2000.  For  the  most  part,  the  task  force  groups  accepted 
Healthy  People  2000  as  a  working  document  which  could  be  adapted  to  reflect  more 
accurately  the  most  significant  needs  of  specific  populations.  During  the  review  of  existing 
information,  each  Task  Force  could  reject,  accept  as  is,  or  modify  the  Healthy  People  2000 
objectives,  or  develop  new  objectives  for  any  topic  area.  Therefore,  the  objectives  listed  in 
each  ethnic  Task  Force  Report  represent  those  objectives  which,  after  a  review  of  existing 
information,  were  found  to  be  of  importance  to  meet  the  health  promotion  needs  for  that 
particular  ethnic  community. 
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In  preparing  the  early  drafts  of  the  discussion  papers,  several  task  force  and  steering 
committee  members  had  raised  the  issue  that  a  number  of  pressing  areas  of  concern,  such  as 
HIV  infection,  alcohol  and  drug  use,  maternal  and  child  health  issues,  immunizations,  and 
infectious  diseases,  to  ethnic  communities  were  not  addressed  through  the  chosen  process  . 
These  limitations  were  also  noted  by  some  conference  participants.  As  discussed  in  the 
“Future  Directions”  section,  the  activities  being  planned  by  task  force  groups  is  to  use  the 
initial  10  areas  as  a  starting  point  and  to  continue  planning  for  the  other  12  health  promotion 
and  disease  prevention  objectives  which  were  not  addressed  in  the  initial  process. 


Recommendations  for  Intervention  Strategies 

The  Process  for  Developing  Recommendations  for  Intervention  Strategies 

A  major  portion  of  the  Multi-Ethnic  Health  Promotion  Conference  was  devoted  to  identifying 
activities  and  developing  strategies  for  accomplishing  the  health  promotion  objectives.  The  task 
force  groups  had  completed  their  prioritization  of  topics  and  had  reviewed  and  quantified  ethnic- 
specific  objectives  through  the  various  processes  described  above.  The  conference  participants, 
who  were  predominantly  community  representatives,  were  asked  to  review  and  comment  on  the 
work  of  the  task  forces.  After  a  review  of  this  information,  conference  workshop  participants 
were  asked  to  develop  three  levels  of  recommendations  for  each  topic  area.  These  levels  were: 

•  Policy 

•  Resource  Development 

•  Community  Intervention 

Participants  were  encouraged  by  the  facilitators  of  each  workshop  to  gear  their  recommendations 
to  those  activities  which  can  make  the  greatest  improvements  in  health  and  which  will  assist  the 
public,  health  professionals,  and  decision  makers  in  both  public  and  private  sectors  in  adopting 
an  agenda  for  advancing  multi-ethnic  health  promotion. 

Overall  Recommendations 

The  following  recommendations  were  developed  through  several  methodologies  (e.g., 
community  surveys,  literature  review,  interviews,  and  the  iterative  group  processes  used  by 
facilitators  and  moderators  at  the  conference).  These  methods  culminated  in  an  extensive  listing 
of  recommendations  and  activities  for  future  action,  which  were  compiled  and  reviewed 
separately  by  each  of  the  four  Ethnic  Task  Force  Groups. 

The  following  recommendations  are  presented  from  the  broadest  level  of  intervention  at  the 
policy  level  to  the  most  focused  level  of  implementation  at  the  community  level  and  represent  a 
distillation  of  those  issues  and  concepts  which  cut  across  diverse  program  areas  and  interests. 
They  were  formulated  in  response  to  the  following  general  perceptions: 
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•  Although  there  is  an  overall  gap  in  health  status  between  whites  and  non-whites  in 
California,  a  wide  range  of  differences  exist  across  ethnic  population  subgroups. 

•  The  use  of  averaged  white  health  data  as  the  normative  standard  or  optimal  reference  point 
may  not  necessarily  adequately  reflect  needs  for  many  ethnic  populations: 

•  Health  promotion  programs  for  multi-ethnic  populations  are  characterized  by  insufficient 
ongoing  funding  and  inadequate  manpower  resources  at  all  levels  (research,  training, 
community  intervention).  This,  in  turn,  often  results  in  fragmented  services  and  program 
activities  which  cannot  comprehensively  address  individual  personal  health  needs  nor 
adequately  address  the  important  social/economic/community  antecedents  to  poor  health. 

•  There  is  a  need  for  effective  culturally  and  linguistically  appropriate  health  promotion 
educational  materials  and  methods,  as  well  as  trained  staff. 

Recommendations  which  target  discrete  agencies  or  entities  appear  within  each  of  the  individual 
Ethnic  Task  Force  Reports.  However,  overall,  the  recommendations  were  made  with  an 
understanding  that  no  one  agency  can  or  should  be  responsible  for  addressing  the  plethora  of 
health  promotion  issues  brought  to  light  by  the  task  force  members  and  conference  participants. 
Rather,  at  each  level  of  recommendations  being  offered,  a  multitude  of  agencies  will  need  to  be 
actively  involved  and  partnerships  formed  to  achieve  results. 

An  overriding  recommendation  made  by  each  Task  Force  on  the  final  day  of  the  conference  was 
to  continue  the  work  of  the  Steering  Committee  and  the  conference.  Repeatedly,  it  was 
recommended  that  the  conference  become  an  annual  event. 

Summary  of  Major  Policy  Recommendations 

1.  An  Office  of  Minority  Health  Affairs  should  be  created  within  State  government,  either 
within  the  Health  and  Welfare  Agency  or  the  Department  of  Health  Services,  to:  act  as  or 
coordinate  the  activities  of  an  existing  agency  acting  as  a  central  clearinghouse  for  health- 
related  information  and  interventions  specific  to  California’s  multi-cultural  communities; 
coordinate  the  activities  of  multiple  state  programs;  provide  technical  assistance  to 
communities  on  program  planning,  implementation,  and  evaluation;  monitor  the  progress  of 
State  agencies  and  programs  whose  activities  have  an  impact  on  the  health  of  California’s 
ethnic  populations;  and  advocate  for  necessary  resources  to  address  emerging  problems. 
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2.  State  and  federal  agencies  which  routinely  collect  data  or  which  fund  programs  which  collect 
data  should  require  the  use  of  ethnic-specific  identifying  information.  Where  appropriate, 
these  agencies  should  make  a  concerted  effort  to  collect  the  following: 

•  Multiple  types  of  information  for  specific  ethnic  subgroups,  including  non-health 
information  which  can  contribute  to  the  development  of  health  models  for  ethnic 
subgroups. 

•  Descriptive  epidemiologic  data  to  better  understand  how  and  when  disease  occurs  among 
ethnic  groups. 

•  Anecdotal  information  from  health  and  service  practitioners  on  interventions  and 
approaches  that  are  effective. 

3.  All  agencies,  organizations,  and  groups  concerned  with  health  promotion  and  disease 
prevention  should  advocate  for  the  creation  of  a  legislative  multi-ethnic  health  promotion 
agenda  in  California.  This  advocacy  should  emphasize  the  growing  importance  of 
prevention  and  its  integration  with  other  services  and  such  integration  should  take  place  at 
the  community,  regional,  and  statewide  levels. 

4.  Health  promotion  should  be  emphasized  in  all  programs/program  areas  funded  or 
implemented  by  the  California  Department  of  Health  Services  and  the  California  Department 
of  Education.  The  importance  of  health  promotion  should  be  stressed  for  all  participants  in 
entitlement  programs  administered  by  the  California  Department  of  Social  Services,  the 
California  Department  of  Health  Services,  and  the  California  Department  of  Mental  Health. 

Summary  of  Major  Resource  Development  Recommendations 

1 .  Institutions  of  higher  education  in  the  health  sciences  should  initiate  mandatory  cross- 
cultural,  bi-lingual  education  and  training  programs  for  health  and  social  service  providers  to 
increase  the  number  of  providers  who  are  able  to  provide  high-quality,  appropriate  multi¬ 
cultural  services. 

2.  All  educational  institutions  and  voluntary  health  agencies  in  California  involved  in  health 
professional,  patient  education,  public  awareness,  and  public  school  education  should  be 
encouraged  to  develop  and  implement  culturally  appropriate  and  relevant  health  promotion, 
health  protection,  and  disease  prevention  curricula,  and  to  implement  and  promote  such 
education  and  training  programs  within  their  jurisdictions. 
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3.  The  California  Department  of  Health  Services  and  local  health  jurisdictions  should  actively 
provide  technical  assistance  to  community  organizations  serving  ethnic  populations  on  the 
availability  of  funding,  grant  writing,  and  community  organization/mobilization,  effective 
state-of-the-art  education  and  outreach  programs  for  ethnic  populations,  and  the 
institutionalization  of  prevention  activities  in  other  existing  services. 

4.  Public-private  partnerships  should  be  forged  between  providers  of  education  and  medical 
services  to  fund  pilot  programs  which  increase  access  to  high-quality,  comprehensive  chronic 
disease  prevention  programs  for  high-risk  ethnic  populations. 

5.  Coverage  for  health  promotion  and  preventive  health  services  should  be  increased  under 
existing  health  care  financing  and  social  service  programs;  targeted  tax  initiatives  and  tax 
incentives  should  be  sought  to  develop  stable,  long-term  funding  for  ethnic  health  promotion 
programs. 

Summary  of  Major  Recommendations  for  Community  Intervention 

1.  Community  health  promotion  interventions  should  be  comprehensive,  well-coordinated, 
accessible,  acceptable,  and  appropriate  for  the  ethnic  population(s)  they  intend  to  serve. 
Programs  are  more  likely  to  be  effective  if  they  build  upon  existing  efforts  and  expertise,  use 
multiple  community  channels,  and  involve  community  constituency  groups  in  all  program 
phases  from  community  assessment  and  program  planning  through  implementation  and 
evaluation. 

2.  Community  organizations  and  groups  providing  or  interested  in  providing  health  promotion 
and  disease  prevention  services  should  create  broad-based  support  through  the  creation  of 
public-private  partnerships  and  the  development  of  community  coalitions. 

3.  Broad-based  community  interventions  aimed  at  long-term  change  in  community  norms 
should  use  a  variety  of  approaches  and  have  multiple  targets,  such  as: 

-  individuals  (all  age/gender  groups) 

-  organizational  (worksites,  churches,  schools) 

-  environmental  (local  policies  and  regulations) 

-  education  (all  levels) 

-  community  organization  (coalitions,  consortia) 

-  regulatory  (federal,  state,  local) 

4.  Multi-ethnic  health  promotion  is  jeopardized  by  unstable  and  decreased  resources  for 
programs  and  trained  staff.  Federal,  state,  and  local  health  jurisdictions  and  voluntary 
agencies  should  earmark  a  portion  of  their  resources/activities  for  multi-ethnic  health 
promotion;  those  agencies  which  make  grant  funding  available  should  earmark  a  portion  of 
these  funds  to  address  the  health  promotion  needs  of  ethnic  groups. 
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Future  Directions 

Intent  and  Distribution  of  the  Task  Force  Reports 

The  task  force  reports  provide  a  framework  for  efforts  to  improve  health  of  a  large  and  growing 
segment  of  the  California  population  over  the  present  decade.  They  are  intended  to  serve  as  a 
tool  for  decision  makers  in  public  and  private  agencies  in  planning  and  implementing  programs. 
To  that  end,  the  conference  steering  committee  has  developed  a  plan  for  the  dissemination  of  the 
task  force  reports.  Each  conference  participant  and  task  force  member  will  receive  a  copy  of 
each  report.  The  task  force  groups  have  developed  listings  of  agencies  and  individuals  who  will 
also  receive  the  Task  Force  Reports. 

To  make  these  reports  true  working  documents,  the  steering  committee  has  created  a  list  of  high 
and  low  intensity  organizations.  The  low  intensity  organizations  (e.g.,  minority  organizations, 
community  clinics,  community-based  organizations)  will  receive  the  full  set  of  reports  along 
with  the  summary  information.  In  addition  to  this  information,  the  organizations  identified  as 
high  intensity  (e.g.,  the  major  voluntary  health  organizations  in  California,  foundations, 
hospitals,  and  health  maintenance  organizations,  professional  groups)  will  receive  follow-up 
contact  and  technical  assistance. 

Building  Momentum 

As  a  result  of  the  planning  process  used  in  the  development  of  the  Task  Force  Reports,  hundreds 
of  community  organizations,  groups,  and  individuals  have  now  become  familiar  with  Healthy 
People  2000  and  its  objectives  for  health  promotion  and  disease  prevention.  Healthy  People 
2000.  along  with  the  Task  Force  Reports,  have  become  important,  highly  visible  working 
documents. 

To  continue  the  forward  momentum,  the  African  American  Task  Force  has  already  distributed  a 
working  paper  version  of  its  report  and  in  September  and  October  of  1991  initiated  training  to  its 
members  on  ways  to  present  the  report  and  how  to  provide  technical  assistance  on  its  use.  The 
conference  steering  committee,  which  itself  is  evolving  into  an  ad  hoc  advisory  body  and 
advocacy  group,  is  reviewing  this  training  format  and  design  for  possible  use  by  the  other  task 
force  groups.  As  part  of  its  new  role  and  in  recognition  of  the  importance  of  ethnic- 
specific  information  in  policy  formation,  the  chair  and  members  of  the  steering  committee  wrote 
letters  of  support  for  the  CDHS’  application  to  the  Robert  Woods  Foundation  to  fund  an 
“Information  and  State  Health  Policy  Program”  which  at  the  time  of  this  writing  is  being 
considered  for  funding. 

The  task  force  recommendations  are  now  being  actively  used  by  programs  within  the  CDHS, 
academic  institutions,  and  legislative  bodies.  The  CDHS’  Health  Education-Risk  Reduction 
Program  used  the  task  force  recommendations  in  setting  priorities  for  local  funding  in  its  Fiscal 
Year  1992-93  Request  for  Applications,  issued  in  November  1991.  The  CDHS’  Special  Projects 
Section  used  information  from  the  initial  discussion  papers  in  the  development  of  its  funding 
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proposal  to  the  Centers  for  Disease  Control  for  a  statewide  breast  and  cervical  cancer  control 
program  for  low-income  women.  This  program  was  funded  in  July  1991  and  is  now  in 
operation.  The  new  Breast  and  Cervical  Cancer  Program,  in  turn,  initiated  a  local  assistance 
funding  program  incorporating  many  recommendations.  The  CDHS’  Preventive  Medical 
Services’  Target  Population  Committee  is  currently  using  the  task  force  reports  in  the 
identification  of  priority  areas  and  strategies  for  its  chronic  disease  and  injury  control  activities. 
The  CDHS’  Tobacco  Control  Section,  which  is  responsible  for  implementing  Proposition  99,  the 
Tobacco  Tax  Initiative,  has  formed  four  ethnic  networks.  These  networks  are  also  using  the 
recommendations  in  their  planning  of  future  tobacco  prevention  and  cessation  programs. 

The  planning  model  and  the  recommendations  are  also  being  used  to  pattern  other  similar  efforts. 
For  example,  in  November  1991,  the  Riverside  Health  Department  presented  a  series  of  in- 
service  training  sessions  for  its  medical  and  health  education  staff  modelled  after  the  Multi- 
Ethnic  Health  Promotion  Conference.  The  California  State  University  at  San  Francisco  has 
received  a  health  education  grant  award  and  in  April  of  1992  is  presenting  a  “Multi-Cultural 
Health  Challenges”  Career  Opportunities  Workshop.  The  Steering  Committee  members,  Task 
Force  leadership,  and  CDHS  staff  have  been  invited  to  participate.  It  is  also  the  intent  of  the 
Steering  Committee  to  advocate  that  the  planning  model  be  utilized  by  the  Department  of  Health 
Services  in  addressing  the  other  twelve  health  promotion  topics  of  Healthy  People  2000  not 
addressed  at  the  Unity  in  Health,  Diversity  in  Culture  Conference. 

Several  exciting  activities  are  also  happening  on  the  legislative  front.  On  September  27,  1991, 
Senators  Diane  Watson,  Art  Torres,  and  Lieutenant  Governor  Leo  McCarthy  held  a  forum  on 
Asian/Pacific  Islander  Health  Issues  during  which  the  recommendations  from  the  reports  were 
shared.  Information  and  recommendations  from  the  African  American  Task  Force  Report  were 
used  at  the  October  11,  1991  meeting  of  the  California  Legislature’s  Subcommittee  on  Minority 
Health  Affairs,  chaired  by  Assemblyman  Curtis  Tucker,  Jr. 

Later  that  same  month,  a  Steering  Committee  member,  George  Flores,  M.D.,  presented 
information  and  an  overview  of  lessons  learned  from  the  planning  process  to  the  California 
Conference  of  Local  Health  Officers  at  their  October  31,  1991  meeting.  Finally,  information 
from  the  reports  were  presented  at  a  senate  hearing  on  Youth,  Health,  and  Fitness  convened  on 
December  2,  1991  by  Senator  Charles  Calderon  at  California  Polytechnic  State  University  in 
Pomona. 
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Introduction  and  Acknowledgments 

This  document  describes  the  efforts  of  the  Ad  Hoc  Asian/Pacific  Islander  (A/PI)  Task  Force  of 
the  Multi-Ethnic  Health  Promotion  Conference  operating  under  the  auspices  of  the  Department 
of  Health  Services'  (CDHS),  Health  Promotion  Section.  In  February,  1991,  the  A/PI  Task  Force 
implemented  a  process  to  gather  information  to  prioritize  ten  health  promotion  topic  areas  from 
Healthy  People  2000.  a  document  which  includes  national  health  promotion  and  disease 
prevention  objectives.  These  areas  were  preselected  by  the  Health  Promotion  Section  for 
discussion  at  the  Conference. 

This  Summary  includes  an  overview  of  the  California  Asian/Pacific  Islander  population  and 
describes  its  diversity  in  composition.  It  also  includes  a  set  of  recommendations  intended  for  use 
and  implementation  by  the  CDHS,  voluntary  associations,  universities,  other  training  schools, 
and  community-based  health  and  human  service  organizations. 

Following  this  Summary,  five  discussion  papers  are  presented  on  Cancer,  Diabetes,  Heart 
Disease  and  Stroke,  Nutrition,  and  Tobacco  use  and  their  impact  on  the  A/PI  population.  Each 
paper  includes  a  rationale  section,  a  discussion  of  the  impact  on  California’s  A/PI  community, 
objectives  for  the  Year  2000,  and  recommendations  for  implementaion. 

The  following  acknowledgments  need  to  be  made  early  on  in  this  report.  Over  100  health 
professionals  from  throughout  California  contributed  their  expertise  in  the  development  of  this 
document.*  In  addition,  over  86  representatives  from  organizations  serving  A/PI  communities 
responded  to  the  Task  Force  needs  assessment  survey. 

The  authors  of  each  discussion  paper  are  gratefully  acknowledged  for  their  time,  commitment, 
and  follow-through  in  ensuring  that  reasonable,  achievable  objectives  were  set  and  that 
information  presented  is  reflective  of  all  input  provided. 

Finally,  the  work  of  the  A/PI  Task  Force  could  not  have  been  possible  without  the  capable  and 
untiring,  Health  Promotion  Section  staff  support  provided  by  Virginia  Leung  Jang.  She  has  long 
been  an  advocate  for  health  promotion  among  California’s  diverse  A/PI  community. 


*  A  complete  listing  of  these  individuals  are  included  in  Appendix  A. 
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Authors  of  the  Discussion  Papers 

•  Summary  Report  —  Debra  Oto-Kent,  MPH  (Editor) 

•  Cancer  —  Christopher  Jenkins,  MA,  MPH 

•  Diabetes  —  Julie  Matsumoto,  RD,  MSPH 

Shirley  Hung,  RD,  MPH 

•  Heart  Disease  and  Stroke  —  Debra  Oto-Kent,  MPH 

•  Nutrition  —  Shirley  Hung,  RD,  MPH 

•  Tobacco  —  Mingyew  Leung,  MPP 

Michael  Lu 

Healthy  People  2000.  the  national  health  promotion  and  disease  prevention  objectives  for  the 
decade,  served  as  the  springboard  for  the  objectives  and  recommendations  included  in  this 
report. 


California’s  Asian  and  Pacific  Islander  Population 


Demographics 

The  United  States  census  report  identifies  Asians  and  Pacific  Islanders  as  America’s  fastest 
growing  minority  group.  California  is  home  to  roughly  40  percent  of  the  nation’s  A/PI 
population. 

Over  the  past  decade,  California  has  experienced  dramatic  growth  of  the  A/PI  population. 

Largely  due  to  immigration  and  fertility  rates,  California  has  witnessed  the  highest  rate  of  growth 
for  A/PIs  in  comparison  to  other  ethnic  groups.  Between  1980  and  1990,  the  A/PI  population  in 
the  State  has  more  than  doubled,  with  a  127  percent  increase.  Asians  and  Pacific  Islanders 
compose  nearly  10  percent  of  the  State’s  total  population.  This  rate  of  growth  surpassed  a 
similar  national  trend  in  which  U.S.  A/PI  populations  grew  107.8  percent. 

A  large  proportion  of  the  growth  of  the  A/PI  population  growth  was  due  to  immigration.  For 
example,  Vietnamese,  one  of  California’s  relatively  recent  newcomer  groups,  grew  213  percent, 
from  90,000  to  280,000.  On  the  other  hand,  Japanese  Americans  grew  only  20  percent  to 
313,000.  The  growth  of  Filipinos  led  all  other  Asian  immigrant  groups  during  the  1980s. 
Filipinos  are  now  the  largest  A/PI  subgroup  in  the  State.  Asian  Indians  were  the  second  fastest 
growing  group  among  Asian  Americans  statewide,  posting  a  176  percent  gain  from  1980-1990. 
Growth  among  A/PIs  is  expected  to  continue  as  immigration  laws  favor  keeping  families 
together  and  give  priority  to  individuals  possessing  work  skills  projected  to  be  in  demand. 
Beginning  in  1992,  immigration  quotas  will  be  increased  by  40  percent  under  provisions  of  the 
U.S.  1990  Immigration  Act. 
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Diversity 

The  diversity  of  the  A/PI  population  cannot  be  overlooked.  The  national  A/PI  population 
encompasses  approximately  60  ethnic  groups  and  subgroups.  Within  these  groups  there  exists  a 
wide  range  of  socioeconomic  status,  levels  of  acculturation,  and  linguistic  capability.  Prospects 
of  an  increasing  number  of  immigrants  from  Southeast  Asia  are  expected  to  add  even  further  to 
the  diversity  and  growth  of  the  A/PI  population.  In  1980,  the  proportion  of  foreign  born  A/PIs  in 
the  U.S.  ranged  from  a  low  of  28.4  percent  among  Japanese  to  a  high  of  94  percent  among 
Cambodians.  Less  than  1  percent  of  Hawaiians  and  over  8 1  percent  of  Cambodians  speak  a 
language  other  than  English  at  home.  This  diversity  in  culture,  language  and  dialects,  time  and 
condition  of  immigration,  residency  status,  country  of  origin,  educational  level  and  socio¬ 
economic  status  are  critical  to  consider  when  addressing  issues  affecting  health  status  (e.g., 
access  to  health  services  and  the  availability  of  facilitating  mechanisms,  such  as  language  needs, 
transportation  or  escort,  differing  conceptions  of  health  and  illness,  payment  resources,  etc.) 

Whereas  a  segment  of  the  A/PI  population  is  financially  well  off,  many  are  poor.  Poverty  rates 
among  A/PIs  (17  percent  in  1988;  14  percent  in  1989)  are  roughly  twice  that  of  non-Hispanic 
whites  (8  percent).  In  1979,  Asians  accounted  for  1.7  percent  of  the  poverty  population;  by  1989, 
A/PIs  comprised  3.0  percent  of  the  poverty  population.  Within  the  A/PI  population,  a  diverse 
socioeconomic  picture  emerges.  For  example,  the  proportion  of  people  below  poverty  level 
ranged  from  a  national  low  of  6  percent  among  Japanese  Americans  to  a  national  high  of  66 
percent  among  Laotians.  With  regard  to  diversity  of  education  attainment,  nearly  four  of  five 
Japanese  Americans  are  high  school  graduates,  in  contrast  to  one  in  four  Laotians  and  one  in 
three  Cambodians. 

Myth  of  a  Healthy  Minority 

There  is  very  little  data  which  adequately  documents  the  physical  and  mental  health  conditions 
of  the  various  A/PI  communities.  Moreover,  the  information  that  does  exist  is  often  skewed  in 
favor  of  the  more  established  socioeconomically  stable  A/PI  individuals.  Thus,  using  the 
available  aggregated  health  and  socioeconomic  statistics  for  A/PIs  as  a  group  presents  an  illusion 
that  the  A/PI  population  is  a  “healthy  model  minority”  that  neither  has  health  problems  nor  needs 
special  consideration. 

Because  the  diversity  of  each  A/PI  population  subgroups  influence  differently  the  precursors  to 
disease  and  access  to  health  care,  which  can  manifest  in  a  variety  of  health  problems,  these 
variations  will  be  discussed  under  each  of  the  five  health  promotion  topics. 
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Task  Force  Preconference  Work/Process 

In  February  1991,  an  Ad  Hex;  A/PI  Task  Force  was  convened  by  the  CDHS'  Health  Promotion 
Section.  The  charge  of  the  Task  Force  was  to:  1)  review  health  promotion  topics  from  Healthy 
People  2000  preselected  by  the  Health  Promotion  Section  as  they  relate  to  California’s  A/PI 
population  and  develop  a  Multi-Ethnic  Health  Promotion  Agenda  for  California  based  on  these 
national  objectives;  2)  determine  a  process  to  prioritize  topics  and  gather  input  regarding  how 
these  health  conditions  affect  or  impact  California’s  A/PI  population;  and  3)  develop  indepth 
discussion  papers  on  selected  topics  which  include  target  objectives  for  the  year  2000,  to  be 
presented  at  the  Conference. 

Prioritizing  the  Eight  Preselected  Topics 

A  needs  assessment  survey  was  developed  by  Task  Force  members  and  distributed  to  over  400 
individuals  and  organizations  who  represent  or  serve  the  A/PI  community  in  California.  The 
distribution  list  included  health,  social,  human  service,  and  ethnic  organizations,  as  well  as  local 
government  agencies  and  university  faculty  members  with  an  interest  in  the  A/PI  community. 

Although  respondents  were  given  a  short,  two-week  return  time,  a  total  of  88  surveys  were 
completed  (see  appendix  for  survey  form).  The  results  of  this  survey  were  used  to  prioritize  the 
eight  topic  areas  as  follows: 

1.  Heart  Disease  and  Stroke 

2.  Tobacco 

3.  Diabetes 

4.  Nutrition 

5.  Cancer 

6.  Violent  and  Abusive  Behavior 

7.  Physical  Activity  and  Fitness 

8.  Unintentional  Injuries 

In  addition,  the  Task  Force  utilized  a  modified  version  of  the  U.S.  Centers  for  Disease  Control’s 
(CDC)  Basic  Priority  Rating  System  to  determine  priority  areas  as  follows: 

1.  Cancer 

2.  Heart  Disease  and  Stroke 

3.  Tobacco 

4.  Nutrition 

5.  Violent  and  Abusive  Behavior 

6.  Diabetes 

7.  Physical  Activity  and  Fitness 

8.  Unintentional  Injuries 
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The  top  four  areas  identified  by  both  methods  were  combined  and  re-ordered:  1)  Heart  Disease 
and  Stroke,  2)  Tobacco,  3)  Cancer,  and  4)  Nutrition.  Diabetes  was  added  because  it  ranked 
high  in  the  community  survey  and  the  Task  Force  felt  that  few  resources  exist  with  which  to 
address  diabetes  and  other  chronic  disabling  conditions  currently  impacting  the  A/PI  populations. 

Due  to  time  and  resource  limitations,  the  five  areas  were  selected  for  further  exploration  from  the 
ten  preselected  topics.  The  Task  Force  and  Conference  Steering  Committee  members 
recognized  that  issues  outside  these  eight  topics  have  equal  concern  and  have  an  impact  on  the 
health  of  A/PIs.  For  example,  there  are  several  fundamental  health  issues  affecting  health,  such 
as  inequitable  health  care  access,  infectious  disease  control,  and  trauma  prevention,  which 
continue  to  plague  the  A/PI  population.  The  Task  Force,  therefore,  views  the  Conference  and  its 
outcomes  as  beginning  steps  in  a  process  that  will  advance  the  securing  of  solutions  to  the 
continuum  of  health  issues  affecting  A/PIs  health  status. 

Discussion  Paper  Development 

Individuals  with  knowledge  about  each  topic  area  were  asked  to  develop  draft  discussion  papers. 
After  initial  drafts  were  developed,  additional  community  input  was  obtained  through  a  feedback 
form  and  a  dissemination  system  to  over  140  contacts  throughout  the  State.  As  needed,  follow¬ 
up  interviews  were  also  completed.  Discussion  papers  were  distributed  to  survey  respondents 
and  other  professional  staff  of  clinics  serving  A/PIs,  and  at  coordinating  committee  meetings  and 
other  forums  in  the  Sacramento,  San  Francisco  Bay  Area,  Central  Valley,  Los  Angeles,  Orange 
County,  Long  Beach,  and  San  Diego  areas.  A  regional  meeting  was  held  in  Merced  at  the 
Merced  Family  Health  Center  with  participants  from  the  Central  Valley  to  discuss  the  A/PI 
community’s  perceived  health  problems.  All  comments  received  were  then  forwarded  to  the 
original  authors  of  each  paper  for  integration  into  final  drafts  of  the  discussion  papers  to  be 
presented  at  the  Conference. 

During  the  “Unity  in  Health,  Diversity  in  Culture”  Multi-Ethnic  Health  Promotion  Conference, 
over  100  of  the  550  attendees  participated  in  the  A/PI  Task  Force  breakout  session.  The 
attendees  gave  input  into  the  overall  Task  Force  recommendations  and  then  selected  the  health 
topic  of  interest  to  review  and  provide  further  input  into  the  “second”  draft  discussion  papers. 

Overall  Recommendations 

As  initial  drafts  were  developed,  it  became  apparent  that  several  recommendations  were  common 
to  all  topic  areas.  In  order  to  achieve  meaningful  advances  in  the  health  status  of  A/PIs  in 
California  as  they  relate  to  these  topics,  the  following  recommendations  were  identified.  The 
grouping  of  these  recommendations  is  consistent  with  the  Healthy  People  2000  document.  These 
recommendations  are  targeted  to  governmental  officials,  voluntary  organizations,  universities, 
school  districts,  and  community-based  organizations  for  use  in  planning,  implementation  of 
programs,  and  policy  development. 


19 


Overall  Recommendations 


Community  Interventions 

Seek  funding  in  order  to  develop  culturally,  linguistically,  literacy  appropriate 
interventions. 

•  Modify  existing  programs,  e.g.,  California  Project  LEAN  (Lowfat  Eating  for  American  Now) 
and  5  A  Day  (fruits  and  vegetables)  for  cultural  appropriateness  and  inclusion  of  indigenous 
foods. 

Promote  health  through  ethnic  media. 

•  Secure  involvement  of  ethnic  media  (print  and  electronic)  representatives  in  target 
campaigns. 

•  Promote  comprehensive  coverage  of  health  as  a  priority  issue  affecting  A/PIs;  increase  health 
as  a  priority  area  among  ethnic  media. 

Develop  a  centralized  clearinghouse  as  part  of  an  Office  of  Minority  Health  Affairs  to 
house  and  disseminate  the  following. 

•  Intervention  and  educational  materials 

•  Health  status  data 

•  Human  resources  experts  referral  list 

Resource  Development 

Develop  partnerships  with  the  following  institutions:  the  University  of  California,  the 
California  State  University  system,  and  the  national  voluntary  agencies,  such  as  the 
American  Heart  Association,  American  Lung  Association,  American  Cancer  Society,  and 
American  Diabetes  Association  to: 

•  Develop  and/or  adapt  educational  materials  in  linguistically  and  culturally  appropriate 
formats. 

•  Increase  recruitment/involvement  of  A/PI  volunteers  and  staff. 

•  Sponsor  joint  programs. 

•  Adapt  existing  education  programs  for  A/PIs. 

•  Allocate  a  demographically  proportionate  percentage  of  research  and  program  budget  to  A/PI 
community. 

•  Recruit  and  train  more  A/PI  researchers. 

•  Develop  a  specific  research  agenda  for  assessing  A/PI  health  status  and  interventions. 

•  Contract  with  community-based  organizations  with  access  to  A/PIs  to  conduct  programs. 

•  Develop  research  agenda  and  partnerships  with  the  University  of  California  and  the 
California  State  University  systems  which  integrate  issues  affecting  A/PIs. 

•  Encourage  review  of  existing  school  education  program  such  as  Healthy  Kids/Healthy 
Californians  and  American  Heart  Association  school  site  program,  and  adapt  them  for  A/PI 
population. 

•  Recruit  A/PIs  into  public  health  field  by  utilizing  A/PI  leaders  to  promote  the  importance  of 
public  health  professions  as  a  viable  career. 
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Work  with  the  following  professional  associations:  the  California  Medical  Association,  the 
California  Association  of  Family  Practitioners,  the  California  Diabetes  Association,  and  the 
California  Nurses  Association  to: 

•  Link  ethnic  professional  associations  with  large  professional  and  voluntary  associations  to 
provide  professional  continuing  education  on  the  A/PI  population  health  issues. 

•  Integrate  culturally  appropriate  curricula  into  professional  training  schools. 

•  Involve  university  representatives  of  health  professional  schools  to  infuse  cultural  health 
issues  into  curricula. 

Expand  this  A/PI  Task  Force  to  serve  as  a  statewide  coalition  to  advance  the  health 
concerns  of  California’s  A/PI  population  and,  in  particular,  to: 

•  Develop  partnerships  and  collaborative  relationships  with  currently  existing  coalitions,  e.g., 
Assocation  of  Asian  Pacific  Community  Health  Organizations;  Asian  American  Health 
Forum,  a  Healthy  People  2000  State  coalition,  CDC  cooperative  agreement  signer  or  other 
new  resources  for  advocacy. 

•  Convene  a  conference  to  address  overall  health  issues  of  California’s  A/PIs,  and  dispel  the 
myth  of  the  “healthy  model”  minority. 

Policy 

Increase  data  collection  among  A/PIs. 

The  need  for  additional  expanded  data  collection  and  surveillance  relative  to  all  topic  areas 
cannot  be  overstressed.  Because  of  the  scarcity  of  data  on  A/PI  populations,  both  nationally  and 
in  California,  regarding  all  the  topics  presented  in  this  paper,  setting  achievable,  realistic 
objectives  and  recommendations  to  improve  the  health  status,  risk  reduction,  and  resources 
available  to  California’s  A/PI  population  was  difficult  at  best.  The  lack  of  baseline  data  was 
evident  in  all  areas.  While  several  of  the  authors  refer  to  limited  or  anecdotal  data,  the  Task 
Force  recognizes  that  the  resulting  objectives  may  be  limited  in  their  applicability  to  A/PIs 
primarily  because  of  the  lack  of  baseline  data  with  which  to  justify  the  need  for  the  objectives 
themselves.  The  recommendations  and  objectives  set  forth  in  these  discussion  papers  represent 
an  accumulation  of  input  and  consultation  from  health  professionals  throughout  California  with 
vast  experience  and  expertise  in  working  within  A/PI  communities. 

The  Task  Force's  first  and  foremost  recommendation  is  to  immediately  begin  addressing  the 
need  for  more  comprehensive  data  collection  and  surveillance  of  morbidity,  mortality,  and  risk 
factor  prevalence  among  California' s  A/PIs.  The  Task  Force  recommends  that  data  be 
collected  by  the  fourteen  A! PI  categories  identified  by  the  Health  Demographic  Section  of  the 
CDHS.  These  groups  include:  Asian  Indian,  Cambodian,  Chinese,  Filipino,  Guamanian, 
Hawaiian,  Japanese,  Korean,  Lao,  Samoan,  Thai,  Vietnamese,  Asian-unspecified,  and  other 
Pacific  Islanders. 
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It  is  further  recommended  that  researchers  and  CDHS  representatives  work  with  the  Asian 
American  Health  Forum  and  the  Association  of  Asian  Pacific  Community  Health  Organizations 
to  develop  guidelines  for  the  uniform  collapsing  of  data  among  A/PI  groups  for  analysis. 

Create  Office  of  Minority  Health  Affairs  which  could  act  to: 

•  Support  health  professional  training  and  increase  the  number  of  ethnic  health  professionals. 

•  Monitor  State-funded  health  projects  for  appropriateness  and  effectiveness  in  serving  ethnic 
communities. 

•  Coordinate  data  collection  efforts  as  they  relate  to  ethnic  communities. 

•  House  the  centralized  clearinghouse  described  in  Community  Interventions  Section. 

•  Promote  ethnic-specific  health  programs  funded  by  CDHS. 

•  Fund  demonstration  projects  targeted  to  ethnic  communities  to  test  model  programs. 

•  Provide  technical  assistance  to  community-based  organizations  in  grant  writing  techniques 
and  specific  strategies  to  increase  the  ability  of  A/PI  organizations  and  agencies  to  respond  to 
funding  announcements. 

Develop  appropriate  environmental  interventions,  e.g.,  ordinances,  merchant  education, 
etc.,  which: 

•  Support  local  government  activities  to  ensure  understanding  of  and  compliance  with  local 
ordinances,  e.g.,  with  tobacco  restrictions,  by  A/PI  merchants. 

•  Require  food/nutritional  labeling  of  foreign  foods. 

Conclusion 

This  report  presents  discussion  papers  on  five  health  promotion  topics:  Cancer,  Diabetes,  Heart 
Disease  and  Stroke,  Nutrition,  and  Tobacco  preselected  by  the  Health  Promotion  Section, 
Department  of  Health  Services.  It  is  stressed  that  the  Task  Force  recognizes  that  these  are  only  a 
few  of  the  many  health  issues  affecting  California’s  A/PI  population  and  that  other,  perhaps 
more,  pressing  issues,  such  as  access  to  care,  have  profound  impact  on  the  community. 

However,  although  operating  under  an  extremely  tight  timeframe,  the  process  and  input  from 
representatives  of  the  Asian/Pacific  Islander’s  community-based  organizations  throughout 
California  was  unprecedented.  This  process  of  gathering  input  and  coalition  building  among 
leaders  involved  in  improving  the  health  status  of  California’s  APIs  initiated  a  dialogue  and 
mechanism  to  cooperatively  examine  other  health  issues  not  addressed  through  this  initial  effort. 
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Abstract 

Cancer  is  the  second  leading  cause  of  death  and  accounts  for  one  out  of  four  deaths  among 
Asians  and  Pacific  Islanders  (A/PIs)  in  California.  Objectives  are  set  to  lower  cancer  incidence 
among  A/PIs  through  reducing  risks  (including  reducing  the  prevalence  of  cigarette  smoking, 
lowering  consumption  of  dietary  fat,  raising  the  consumption  of  complex  carbohydrates  and 
fiber-containing  foods,  and  reducing  the  prevalence  of  hepatitis  B).  Additional  objectives  are  set 
to  increase  cancer  and  hepatitis  B  screening  and  immunophrophylaxis  of  infants  at  risk  for 
hepatitis  B.  Recommendations  are  made  to  recruit  and  train  culturally-sensitive  health  care 
providers;  develop  culturally-appropriate  cancer  health  education/risk  reduction  programs;  and 
develop  data  regarding  cancer  knowledge,  attitudes  and  behaviors  among  A/PI  subgroups. 

Rationale  and  Background  Discussion 

Cancer  is  the  second  leading  cause  of  death  and  accounts  for  nearly  one  out  of  four  deaths 
among  A/PIs  in  California.1  In  1986  and  1987,  the  most  recent  years  for  which  ethnic-specific 
cancer  death  data  are  available  for  A/PI  ethnicities  in  California,  3,576  A/PIs  died  from  cancer.1 

Site-specific  cancer  data  for  A/PIs  is  currently  available  only  for  Chinese,  Japanese,  Filipino  and 
Hawaiian.  The  Surveillance,  Epidemiology  and  End  Results  (SEER)  Program  of  the  National 
Cancer  Institute  collects  incidence,  mortality,  stage  at  diagnosis  and  5-year  survival  data  for 
these  A/PI  groups.  Starting  in  1988,  the  SEER  program  began  collecting  data  for  the  following 
A/PI  ethnicities:  Vietnamese,  Lao,  Kampuchean,  Hmong,  Korean  and  Asian  Indian/Pakistani. 
The  absence  of  accurate  population  data,  however,  precludes  calculating  cancer  incidence  and 
mortality  rates  for  these  ethnicities.  When  1990  census  data  for  A/PIs  become  available,  rates 
may  then  be  calculated. 

In  addition,  since  July,  1988  the  California  Tumor  Registry  in  the  California  Department  of 
Health  Services  (CDHS)  has  gathered  cancer  data  for  the  entire  State  using  A/PI  ethnicity 
identifiers.  Data  for  A/PI  ethnicities  are  not  yet  available,  however,  but  will  be  when  1990 
A/PI  census  data  become  available. 

National  SEER  data  show  that  cancer  death  rates  from  all  sites  combined  are  lower  among 
Chinese,  Japanese,  and  Filipinos  than  among  whites.12  Cancer  death  rates  for  all  sites  combined 
among  Hawaiians  is  higher  than  among  whites.12  However,  some  A/PI  ethnicities  experience 
excess  deaths  at  certain  sites.  Chinese  experience  excess  deaths  due  to  cancers  of  the 
nasopharynx  and  cervix;  Japanese  from  stomach  cancer;  Hawaiians  from  breast  and  lung 
cancer.12 
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California-specific  data  (1988)  for  the  aggregated  A/PI  category  for  1988  is  available  from  the 
California  Tumor  Registry  and  show  that  for  all  sites  combined,  cancer  incidence  is  lower  than 
among  whites.13  However,  SEER  data  from  the  San  Francisco  Bay  Area  for  1983-88  show  that 
certain  A/PI  ethnicities  experience  excess  incidence  at  certain  sites.2  Chinese  males  experience 
excess  incidence  at  the  stomach,  liver  and  nasopharynx;  Chinese  women  at  the  liver  and  cervix. 
Japanese  men  experience  excess  incidence  at  the  rectum,  stomach  and  pancreas;  Japanese 
women  at  the  stomach  and  liver.  Filipino  men  experience  excess  incidence  at  the  liver;  Filipino 
women  at  the  stomach  and  liver.  The  number  of  Hawaiians  are  too  low  to  calculate  reliable 
rates.  In  addition,  proportional  mortality  ratios  for  Vietnamese  in  the  San  Francisco/Oakland 
area  for  the  years  1979-1990  suggest  excess  incidence  at  the  lung  and  liver  for  males  and  at  the 
cervix  for  females.14 

Sites  targeted  for  A/PI  cancer  health  status  objectives  have  been  chosen  based  on  two  criteria:  1) 
the  excess  incidence  data  cited  above  and  2)  availability  of  proven  techniques  to  prevent  cancer 
morbidity  and/or  mortality  at  a  certain  site.  Thus,  breast  cancer,  although  not  a  site  where  excess 
incidence  or  mortality  has  been  shown  for  most  A/PI  groups  (with  the  exception  of  Hawaiians), 
has  been  chosen  because  clinical  breast  examination  and  mammography  have  been  proven  to 
reduce  mortality  through  early  detection. 

Risk  Reduction  Objectives  were  chosen  based  on  the  scientific  consensus  that  cigarette  smoking 
and  high  fat/low  fiber  diets  are  risk  factors  for  cancer.  The  objective  targeting  hepatitis  B  has 
been  included  because  of  the  relatively  high  prevalence  hepatitis  B  among  Asian  immigrants  and 
the  documented  risk  (RR=200)  that  hepatitis  B  carrier  status  poses  for  liver  cancer.15 

Services  and  Protection  Objectives  are  based  on  the  cancer  screening  guidelines  recommended 
by  the  American  Cancer  Society,  the  National  Cancer  Institute  and  the  U.S.  Preventive  Services 
Task  Force  and  on  data  from  community  surveys  which  show  underutilization  of  cancer 
screening  services  by  A/PIs. 

Health  Status  Objectives 

1.  Reduce  incidence  rates  of  lung,  colon,  liver  and  stomach  cancer  among  A/PI  men  by  10 
percent  or  to  rates  equal  to  those  in  the  white  population,  whichever  is  lower. 

(Baseline  average  annual  age-adjusted  incidence  rates  per  100,000  for  males  in  the  San  Francisco/Oakland 
area  for  1983- 19882:  lung:  Chinese  71,  Japanese  52,  Filipino  51,  white  80;  liver:  Chinese  30,  Japanese  2, 
Filipino  16,  white  4;  and  stomach:  Chinese  21,  Japanese  34,  Filipino  13,  white  12.) 

2.  Reduce  incidence  rates  of  breast,  liver,  stomach  and  cervix  among  A/PI  women  by  10 
percent  or  to  rates  equal  to  those  in  the  white  population,  whichever  is  lower. 

(Baseline  average  annual  age-adjusted  incidence  rates  per  100,000  for  females  in  the  San  Francisco/Oakland 
area  for  1983- 19882;  breast:  Chinese  71,  Japanese  83,  Filipino  88,  white  140;  liver:  Chinese  7,  Japanese  4, 
Filipino  4,  white  1;  stomach:  Chinese  9,  Japanese  22,  Filipino  10,  whites  5;  cervix:  Chinese  11,  Japanese  6, 
Filipino  15,  white  8.) 
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Risk  Reduction  Objectives 

1 .  Reduce  cigarette  smoking  to  a  prevalence  of  no  more  than  20  percent  among  A/PI  males 
and  no  more  than  2  percent  among  A/PI  females. 

(Baselines:  Vietnamese  men  39  percent,  Vietnamese  women  2.3  percent  in  19893;  Chinese  men  28  percent, 
Chinese  women  1  percent  in  19904;  Korean  men  33  percent,  Korean  women  2  percent  in  19895;  Filipino  men 
and  women  15  percent  in  199 16;  Cambodian  men  79  percent  in  19827;  Hmong  men  26  percent  in  19827;  A/PI 
men  in  the  U.S.  25.9  percent  in  1987,  A/PI  women  in  the  U.S.  1 1.917  percent  in  1987.) 

2.  Reduce  dietary  fat  intake  to  an  average  of  30  percent  of  calories  from  fat  or  less  and 
average  saturated  fat  intake  to  less  than  10  percent  of  calories  among  A/PIs  aged  2  and 
older. 

(Baseline:  data  regarding  percentage  of  calories  from  fat  and  from  saturated  fat  are  not  available  for  A/PIs  as  a 
group.  Highly  acculturated  A/PIs  may  eat  diets  similar  to  those  of  the  general  U.S.  population  and  thus  exceed 
these  dietary  guidelines  as  does  the  general  U.S.  population.  Immigrant  A/PIs  may  enter  the  U.S.  with  diets 
comparatively  low  in  fat  but  become  at  higher  risk  as  they  acculturate  and  adopt  the  dietary  habits  of  the 
general  U.S.  population.) 

3.  Increase  complex  carbohydrate  and  fiber-containing  foods  in  the  diets  of  adult  A/PIs  to  5  or 
more  daily  servings  for  vegetables  (including  legumes)  and  fruits,  and  to  6  or  more  daily 
servings  for  grain  products. 

(Baselines:  Vietnamese,  3.15  daily  servings  of  fruit  and  vegetables  in  199 18;  Chinese,  3.09  daily  servings  of 
fruit  and  vegetables  in  1990.4) 

4.  Reduce  the  prevalence  of  hepatitis  B  among  A/PI  immigrants  to  25  percent. 

(Baseline:  15  percent  among  immigrants  from  Southeast  Asia.9) 

Services  and  Protection  Objectives 

1.  Increase  to  at  least  75  percent  the  proportion  of  primary  care  providers  who  routinely 
counsel  A/PI  patients  about  tobacco  use  cessation. 

(Baseline:  22.3  percent  of  Vietnamese  male  smokers  in  San  Francisco/Oakland  reported  that  their  physician 
had  advised  them  to  quit  in  1990.16) 

2.  Increase  to  at  least  80  percent  the  proportion  of  A/PI  women  aged  40  and  older  who  have 
ever  received  a  clinical  breast  examination,  and  to  at  least  60  percent  those  aged  50  and 
older  who  have  received  the  test  within  the  preceding  1  to  2  years. 

(Baseline:  74  percent  of  Vietnamese  women  >  age  40  “ever”  in  198710;  29  percent  of  Korean  women  age  > 
age  18  in  last  year  in  1989.5) 
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3.  Increase  to  at  least  80  percent  the  proportion  of  A/PI  women  aged  40  and  older  who  have 
ever  received  a  mammogram,  and  to  at  least  60  percent  those  aged  50  and  older  who  have 
received  the  test  within  the  preceding  1  to  2  years. 

(Baseline:  17  percent  of  Vietnamese  women  >  age  40  “ever”  in  198710;  26  percent  of  Chinese  women  >  age 
40  “ever”  in  1990.4) 

4.  Increase  to  at  least  95  percent  the  proportion  of  A/PI  women  aged  18  and  older  with  uterine 
cervix  who  have  ever  received  a  Pap  test,  and  to  at  least  85  percent  those  who  have 
received  the  test  within  the  preceding  1  to  3  years. 

(Baseline:  68  percent  of  Vietnamese  women  “ever”  in  198710;  55  percent  of  Chinese  women  “ever”  in  19904; 
35  percent  of  Korean  women  within  the  past  year  in  1989.5) 

5.  Increase  to  at  least  50  percent  the  proportion  of  A/PIs  aged  50  and  older  who  have  ever 
received  fecal  occult  blood  testing. 

(Baseline:  35  percent  of  Vietnamese  people  >  age  40  “ever”  in  1987. ,0) 

6.  Increase  to  at  least  40  percent  the  proportion  of  A/PIs  aged  50  and  older  who  have  received 
a  digital  rectal  exam  during  the  preceding  year. 

(Baseline:  22  percent  of  Vietnamese  people  >  age  40  received  a  digital  rectal  exam  during  the  preceding  year 
in  1987.10) 

7.  Increase  to  95  percent  the  proportion  of  pregnant  A/PI  women  who  are  screened  for 
hepatitis  B  surface  antigen. 

(Baseline:  89  percent  of  pregnant  immigrant  A/PI  women  at  one  San  Francisco  Bay  Area  county  hospital  in 
1984-85  were  screened  for  hepatitis  B.") 

8.  Provide  immunophrophylaxis  against  hepatitis  B  infection  to  95  percent  of  the  household 
contacts  of  and  95  percent  of  the  children  bom  to  A/PI  women  who  are  hepatitis  B  carriers. 

(Baseline:  37  percent  of  infants  bom  to  hepatitis  B  carrier-mothers  in  a  San  Francisco  Bay  Area  county 
hospital  in  1984-85  received  the  recommended  immunophrophylaxis  against  hepatitis  B  infection.11) 
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Recommendations: 

Community 

•  Voluntary  agencies  should  target  physicians  who  provide  health  care  to  A/PIs  with  medical 
education  training  in  counseling  cigarette  smokers  to  quit. 

•  Voluntary  agencies,  community  organizations  and  clinics  need  to  educate  community, 
especially  A/PI  immigrants,  about  cancer  risk  factors  and  prevention. 

•  The  CDHS  should  work  with  hospitals,  clinics,  and  medical  associations  to  provide 
accredited  education  regarding  hepatitis  B  screening  and  immunophrophylaxis.  Since  many 
high  risk  immigrant  A/PIs  receive  medical  care  from  private  practice  physicians,  these 
physicians  should  receive  priority  for  training. 

•  All  A/PI  communities  should  be  educated  to  increase  awareness  of  hepatitis  B  risk  and  the 
need  for  screening  and  immunophrophylaxis  services. 

•  A/PI  communities  should  be  empowered  to  advocate  for  affordable  hepatitis  B  screening  and 
immunophrophylaxis. 

•  The  State  of  California  should  work  in  partnership  with  voluntary  agencies  to  educate 
providers  in  culturally-sensitive  methods  for  providing  cancer  screening  services  and 
educating  patients  towards  a  prevention  orientation.  Methods  should  be  linked  to  A/PI 
indigenous  cultural  beliefs. 

•  Educate  A/PI  patients  and  providers  to  enable  a  shift  away  from  an  acute,  curative  model  to  a 
preventive  model  of  delivery  of  health  care  services.  Prevention  should  draw  on  methods 
indigenous  to  A/PI  cultures. 

Policy 

•  Federal  data  collection  efforts  including  the  CDC  Behavioral  Risk  Factor  Survey  and  the 
National  Institute  of  Health’s  National  Health  Interview  Survey  should  periodically 
oversample  A/PIs  using  sample  sizes  large  enough  to  obtain  reliable  data  on  cancer  risk 
factors  and  prevention  behaviors  in  the  various  A/PI  populations. 

•  Community  surveys  with  diverse  A/PI  populations  should  be  carried  out  to  determine 
baseline  cancer  risk  factor  and  screening  data. 

•  The  American  Cancer  Society,  the  National  Cancer  Institute,  and  U.S.  Preventive  Services 
Task  Force  should  include  hepatitis  B  screening  among  their  cancer  screening  guidelines. 
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•  A  State  of  California  Office  of  Minority  Health  Affairs  should  identify  A/PI  communities 
which  are  medically  underserved  due  to  language,  culture,  risk  factors,  inability  to  pay,  or 
inadequate  provider  supply. 

Resource  Development 

•  Recruit  and  train  additional  health  care  providers  who  are  sensitive  to  the  language  and 
cultural  needs  of  A/PIs. 

•  Develop  and  disseminate  models  for  effective  education  and  outreach  programs  to  promote 
cancer  screening  among  A/PIs. 

•  Recruit  and  train  A/PI  women  into  the  health  care  professions.  A/PI  women  are  needed 
especially  to  provide  cervical  and  breast  cancer  screening  and  education. 

•  Educate  and  involve  the  philanthropic  community  to  make  health  care  resources  available  to 
the  A/PI  community. 
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Abstract 

Although  diabetes  is  the  eighth  leading  cause  of  death  among  Asians  and  Pacific  Islanders 
(A/PIs)  in  California,  the  proportional  mortality  of  A/PIs  is  1.5  times  greater  than  in  the  white 
population.1  In  addition,  it  should  be  noted  that  cardiovascular  disease  is  the  leading  cause  of 
death  among  people  with  diabetes,  accounting  for  over  half  of  all  deaths  among  diabetics; 
cardiovascular  disease  is  the  primary  leading  cause  of  death  among  A/PIs.  Diabetes  related 
deaths  among  A/PIs  in  general  is  1.8  percent  total  deaths  by  ethnicity.  However,  when  broken 
down  into  specific  ethnicities,  the  Samoan  (2.9  percent  total  deaths  by  ethnicity),  Guamanian 
(2.9  percent),  Hawaiian  (2.7  percent)  and  Japanese  (2.3  percent)  populations  emerge  as  having 
an  average  of  1.5  times  the  proportion  of  more  deaths  than  other  A/PI  populations.1  Health 
Status  Objectives  are  set  to  reduce  the  incidence  and  prevalence  of  diabetes  among  the  higher 
risk  A/PI  populations.  Risk  Reduction  Objectives  and  Service/Protection  Objectives  are  based 
on  information  collected  from  literature  and  health  professionals  in  the  community  about 
diabetes  in  A/PI  populations  addressing  the  need  for  more  screening  of  new  immigrants. 
Rationale,  background  information,  and  the  recommendations  discuss  the  need  for  more 
culturally  appropriate  materials  in  the  various  ethnic  languages,  training  of  health  care  providers, 
and  more  data  and  research  in  the  area  of  diabetes  among  specific  ethnic-Asian/Pacific  Islander 
populations. 

More  data  is  needed  to  determine  baselines  for  Diabetes  and  Other  Chronic  Disabling  Conditions 
among  A/PIs.  Due  to  time  constraints  in  planning,  only  diabetes  is  addressed  in  this  section. 

Rationale  and  Background  Discussion 

The  proportional  mortality  of  A/PI  from  diabetes  related  causes  of  death  is  1.5  times  higher  than 
that  of  the  general  white  population.  For  certain  ethnic  Asian  groups,  the  percent  of  proportional 
mortality  by  race  and  ethnicity  is  more  than  double  that  of  the  white  population  (Samoan  2.9 
percent,  Guamanian  2.9  percent,  and  Hawaiian  2.7  percent  higher).2 

Dr.  W.  Fujimoto  of  the  University  of  Washington  School  of  Medicine  reports  a  prevalence  rate 
of  20  percent  among  Nisei  (second  generation  Japanese  Americans)  men  and  16  percent 
prevalence  among  Nisei  women  among  an  adult  population  aged  44-74  in  King  County, 
Washington.  Impaired  glucose  tolerance  is  a  potential  indicator  of  developing  non-insulin 
dependent  diabetes  mellitus  (NIDDM);  36  percent  Japanese  men  and  40  percent  Japanese 
women  have  signs  of  impaired  glucose  tolerance.3 


33 


Diabetes 


Although  the  incidence  of  diabetes  among  Koreans  and  Southeast  Asians  is  not  known,  it 
appears  that  immigrant  populations  are  currently  not  being  targeted  for  diabetes  screening. 
According  to  anecdotal  information  and  from  observations  noted  by  health  professionals 
working  in  the  A/PI  communities,4-5  it  appears  that  occurrence  of  diabetes  among  A/PIs  is  on  the 
rise.  The  immigrant  Korean  population  in  the  Los  Angeles  County  area  has  noted  a  dramatic 
increase  in  the  numbers  of  people  within  their  community  being  diagnosed  with  NIDDM.4 
Prevalence  of  diabetes  among  Koreans  aged  45-66  years  with  a  last  name  of  Kim  living  in  Los 
Angeles  County  is  6.1  per  100  as  compared  to  the  general  U.S.  population  rate  of  5.6  per  100.4ab 

The  Chinese,  Vietnamese,  Japanese,  and  Filipino  populations  in  the  San  Francisco  area  have 
repeatedly  shown  interest  and  concern  about  diabetes,  especially  among  the  older  population.  It 
has  also  been  reported  that  a  large  number  of  Chinese  elderly  in  Chinatown  are  beginning  insulin 
therapy  after  age  60.5  Diabetes  among  Southeast  Asians  is  a  serious  concern  and  must  be 
addressed.  Health  screenings  conducted  by  the  Southeast  Asian  Health  Project  in  Long  Beach 
identified  15.4  percent  of  the  162  Cambodians  and  Laos  over  the  age  of  45  tested  with  high 
blood  glucose  levels  (>160  mg/dl).6 

Diet  plays  a  very  significant  role  in  the  development  of  NIDDM.7  Since  most  of  the  A/PIs  are 
immigrants,  acculturation  and  adaptation  of  the  American/Westem  high-fat  diet  makes  obesity 
more  of  a  problem.  However,  it  has  been  reported  that  Type  II  diabetes  is  not  always  linked  to 
obesity  among  Asian  Americans.8-9  There  may  be  a  genetic  disposition  among  A/PI  that  places 
them  at  higher  risk  of  developing  NIDDM  later  in  life.10  It  is  now  believed  that  Japanese  have  a 
genetic  predisposition  to  diabetes  that  is  not  expressed  when  eating  their  native  diet.  When 
eating  the  typical  American  diet,  however,  diabetes  develops.  Among  middle-aged  and  older 
Japanese  Americans  living  in  the  Los  Angeles  area,  20-22  percent  have  diabetes  as  compared 
with  8  percent  among  similar  aged  whites.  Research  is  needed  to  determine  whether  other  Asian 
groups  are  also  at  increased  risk  of  developing  diabetes.  From  observations,  it  is  noted  that 
Japanese,  Korean,  Chinese,  and  Filipino  people  living  in  Hawaii  have  3-4  times  the  rate  of 
diabetes  as  compared  to  the  non-Asian  population.  Japanese  Americans  in  West  Coast  cities 
have  2-3  times  the  rate  of  diabetes  found  in  the  United  States  at  large.3 

The  Diabetes  Control  Project  in  Hawaii’s  Department  of  Health,  Chronic  Disease  Section  reports 
that  native  Hawaiians  have  222  percent  diabetes  prevalence  and  588  percent  diabetes  mortality 
rates  compared  to  the  general  U.S.  population.11  In  its  report  on  the  Fiscal  Year  1990  budget  for 
the  Department  of  Health  and  Human  Services,  the  Senate  Committee  on  Appropriations  found 
the  diabetes  rate  for  full-blooded  native  Hawaiians  has  been  found  to  be  588  percent  greater  than 
that  of  the  Nation  as  a  whole.  The  Committee,  therefore,  strongly  urged  that  an  increased 
research  effort  of  up  to  $500,000  be  focused  on  addressing  the  question  of  the  high  incidence 
rate  of  diabetes  among  native  Hawaiians.  The  Committee  also  requested  the  National  Institute  of 
Diabetes  and  Digestive  and  Kidney  Disease  (NIDDK)  in  connection  with  the  Centers  for  Disease 
Control  (CDC)  and  the  native  Hawaiian  organization  Papa  Ola  Lokahi  prepare  a  report  on  steps 
that  can  be  taken  based  on  currently  available  information  to  reduce  the  high  incidence  rate  of 
diabetes  among  native  Hawaiians.  The  committee  requested  this  report  by  January  30,  1990. 12 
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Studies  show  that  perinatal  complications  associated  with  pregnancy  and  diabetes  can  be 
significantly  reduced  for  diabetic  women  who  achieve  and  maintain  near  normal  blood  glucose 
levels  beginning  before  conception  and  during  pregnancy.13,14,15  Gestational  diabetes  is  relatively 
more  common  among  Latinos  and  “other”  ethnicities  than  among  white  or  black  ethnicities. 
Latino  and  “other”  patients  are  overrepresented  in  the  California  Diabetes  and  Pregnancy 
Program  (CDAPP)  currently  being  conducted  by  the  California  Department  of  Health  Services. 
Of  the  2,519  women  enrolled  in  CDAPP,  14.6  percent  represent  “other”  ethnicities  as  compared 
to  9.8  percent  of  all  California  mothers  identified  as  being  of  “other”  ethnicity.16  It  is  assumed 
that  A/PI  women  comprise  a  majority  of  the  “other”  category;  however,  this  has  not  been 
confirmed. 

In  a  study  conducted  in  San  Francisco,  the  screening  glucose  levels  of  Chinese  pregnant  women 
were  substantially  higher  than  other  ethnic  groups.  The  incidence  of  gestational  diabetes  was 
significantly  greater  for  Chinese  (7.3  percent)  and  Hispanic  (4.2  percent)  women  than  for  Black 
(1.7  percent)  and  non-Hispanic  white  (1.6  percent)  women.17 

Health  Status  Objectives 

1.  Reduce  the  proportion  of  diabetes-related  deaths  among  Guamanian,  Samoan,  Hawaiian, 
and  Japanese  populations  to  at  least  that  of  the  white  population. 

(Baseline:  1.8  percent  for  A/PIs  in  1986-1987;  1.3  percent  for  whites  in  1986-1987. ') 

2.  Reduce  incidence  rates  of  non-insulin  dependent  diabetes  among  A/PIs  to  no  more  than  2.9 
per  1,000  people  and  a  prevalence  of  no  more  than  28  per  1,000  people. 

(Baseline  for  whites:  incidence  of  2.9  per  1,000  1987;  prevalence  of  28  per  1,000  in  1987  Papa  Ola  Lokahi, 
Native  Hawaiian  Health  organization,  1986  Health  Surveillance  Program,  age  adjusted  prevalence:  40  per 
1,000  for  full-blooded  Hawaiians,  36  per  1,000  for  all  Native  Hawaiians,  18  per  1,000  for  all  other  ethnic 
groups  combined.) 

3.  Reduce  incidence  rates  of  diabetes  complications,  such  as  end  stage  renal  disease, 
blindness,  and  lower  extremities  to  that  of  the  white  population. 

(Baseline:  Healthy  People  2000.18) 
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Risk  Reduction  Objectives: 

1 .  Increase  to  60  percent  the  proportion  of  the  A/PI  population  with  diabetes  who  are  taking 
action  towards  controlling  this  disease  through  appropriate  diet  and,  if  necessary,  taking 
their  medication  as  prescribed. 

2.  Increase  to  100  percent  the  proportion  of  A/PIs  with  impaired  glucose  tolerance  screened 
for  diabetes. 

(Baseline:  Japanese  Americans  aged  44-75  years  old;  40  percent  women  and  36  percent  men  exhibited 
impaired  glucose  tolerance.3) 

3.  Increase  to  10  percent  the  proportion  of  A/PIs  diagnosed  with  diabetes  to  self-monitor 
glucose  levels  at  home. 

(Baseline:  16  percent  of  the  diabetic  population  utilize  self-monitoring  blood  glucose  tests.  Source:  “Direct 
and  Indirect  Costs  of  Diabetes  in  the  U.S.  in  1987,”  American  Diabetes  Association,  Inc.,  1988.) 

4.  Increase  to  at  least  30  percent  the  proportion  of  A/PIs  aged  6  and  older  who  engage 
regularly  in  light  to  moderate  physical  activity  for  at  least  30  minutes  per  day. 

(Baseline:  22  percent  of  people  aged  18  and  older  were  active  at  least  30  minutes  5  or  more  times  per  week 
and  12  percent  were  active  7  or  more  times  per  week.18) 

Services  and  Protection  Objectives 

1.  Increase  to  50  percent  the  proportion  of  the  A/PI  population  with  diabetes  who  receive 
culturally  appropriate  patient  education  including  information  about  community  and  self- 
help  resources  as  an  integral  part  of  the  management  of  their  condition. 

2.  Increase  to  80  percent  the  proportion  of  new  immigrants  being  screened  and  diagnosed  for 
diabetes  in  health  clinics,  hospitals  and  community  health  sites. 

3.  Increase  to  at  least  80  percent  the  proportion  of  trained  providers  who  are  aware  of  the 
particular  needs  related  to  diabetes  assessment  and  care  among  the  A/PI  population. 
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Recommendations 

Community 

•  Encourage  alliances  of  physicians,  nurses,  dietitians,  pharmacists,  community  health  workers 
and  agencies  to  provide  diabetes  screenings  and  culturally  relevant  education  to  targeted  A/PI 
communities,  particularly  among  new  immigrant  groups.  Screenings  should  be  instituted  at 
an  early  age,  incorporated  into  the  school  system,  and  then  repeated  at  regular  intervals 
throughout  life. 

•  Target  Samoan,  Guamanian,  Southeast  Asian,  Korean  and  Japanese  populations  for 
screening,  diagnostic  evaluation,  and  monitoring  of  diabetes  care. 

•  Work  with  the  local  chapters  of  the  American  Diabetes  Association  (ADA)  and  American 
Association  Diabetes  Educators  (AADE)  throughout  the  state  to  increase  awareness  of 
diabetes  risk  factors  among  A/PIs. 

Policy 

•  Include  “Asian  and  Pacific  Islander”  as  an  ethnic  category  in  all  demographic  data,  and 
preferably  categorize  Asians  into  the  fourteen  major  ethnic  groups. 

•  Establish  a  diabetes  surveillance  system  for  all  Californians,  which  includes  tracking  of 
diabetes  among  all  major  A/PI  groups  at  the  State  level. 

•  Monitor  and  collect  data  on  the  cost  of  treating  diabetic  complications  and  hospitalizations 
due  to  diabetes  among  A/PIs  to  support  requests  for  appropriate  allocation  of  resources  for 
diabetes  detection  and  early  treatment.  For  example,  the  State  of  Texas  paid  $57  million  in 
1990  for  treatment  of  blindness  due  to  diabetic  retinopathy  (approximately  50  percent  of 
participants  were  Latinos).  In  addition,  $36  million  was  spent  in  Texas  in  1989  on  lower 
extremity  amputations  due  to  diabetes.19 

Resource  Development 

•  The  CDHS  should  work  with  the  American  Diabetes  Association  California  Affiliate 
(ADACA)  in  the  following  areas  to: 

-  Achieve  A/PI  representation  on  boards  of  all  chapters  throughout  the  state. 

-  Lobby  the  ADACA  to  dedicate  research  dollars  to  diabetes  among  A/PI 
populations. 

-  Encourage  the  ADCA  to  establish  an  A/PI  Programs  Committee  similar  to  the 
Latino  Programs  Committee  in  Los  Angeles. 

-  Offer  targeted  provider  trainings  in  diabetes  management  in  A/PI  communities. 

-  Encourage  ADACA  to  fund  models  of  diabetes  detection  and  management  that 
are  relevant  for  A/PIs. 
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•  The  CDHS  should  establish  links  with  the  academic  community  (Schools  of  Public  Health, 
Medicine,  Nursing,  etc.)  to  jointly  pursue  research  on  diabetes  among  A/PIs. 

•  The  CDHS,  in  conjunction  with  ADACA  and  the  local  California  chapters  of  the  AADE 
should  research  the  availability  of  multi-lingual,  culturally  and  literacy-appropriate  diabetes 
education  materials  (print  and  audiovisual)  and  compile  a  directory. 

•  The  CDHS,  ADACA,  and  AADE  should  research  the  availability  of  and  compile  food 
exchange  lists/tools  and  nutrient  composition  data  for  ethnic  foods  to  facilitate  compliance 
with  dietary  management.  Diet  is  the  cornerstone  of  diabetes  prevention  and  management. 
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Abstract 

Although  dramatic  declines  in  death  rates  for  cardiovascular  disease  have  occurred  over  the  past 
15  years,  coronary  heart  disease  and  stroke  continue  to  kill  more  Americans  than  all  other 
diseases. 

Heart  disease  and  stroke  are  also  the  leading  causes  of  death  among  Asians  and  Pacific  Islanders 
(A/PIs).  But  there  are  differing  death  rates  among  various  subgroups  of  the  A/PI  populations. 
This  paper  discusses  the  problem  of  heart  disease  and  stroke  in  the  A/PI  population,  and  includes 
health  status,  service/protection  and  risk  reduction  objectives  focusing  on  high  blood  pressure, 
high  blood  cholesterol,  and  physical  fitness.  The  two  other  major  risk  factors  for  cardiovascular 
disease,  tobacco  use  and  high  blood  cholesterol,  are  covered  elsewhere  in  this  report. 

Rationale  and  Background 

Heart  disease  and  stroke  kill  more  Americans  than  all  other  diseases  combined.  While 
tremendous  gains  have  been  realized  in  the  identification  of  risk  factors  related  to  cardiovascular 
disease,  the  treatment  and  management  of  heart  disease  still  remains  a  major  public  health 
problem. 

A  scarcity  of  data  exists  on  cardiovascular  disease  among  A/PI  sub-groups.  Most  studies  have 
been  conducted  on  Japanese  in  Hawaii,  California,  and  Japan.  Very  few,  if  any,  have  been 
published  on  other  A/PI  subgroups.  The  California  Hypertension  Survey  provides  some  baseline 
data  on  high  blood  pressure  for  Japanese,  Filipino,  Chinese  and  other  A/PIs. 

Mortality  from  Heart  Disease  and  Stroke 

An  analysis  on  age-sex  adjusted  mortality  due  to  heart  disease  conducted  in  1990  among  Los 
Angeles  residents  revealed  rates  lower  among  A/PIs  as  compared  to  the  white  or  the  overall  U.S. 
population. 

Japanese  American  cerebrovascular  disease  rates  seem  to  be  higher  than  those  for  whites  or  for 
the  general  US  population.  Although  reliable  national  data  are  not  available,  stroke  death  rates 
among  Chinese,  Japanese,  Korean,  and  Filipinos  in  the  United  States  do  not  appear  to  be 
elevated  compared  to  U.S.  Blacks  and  Whites. 

Very  limited  data  on  ischemic  heart  disease  mortality  data  for  A/PIs  indicate  generally  lower 
mortality  rates  among  A/PI  subgroups  than  U.S.  whites  and  A/PI  women  appear  to  have  lower 
risk  than  A/PI  men.  But  subgroup  differences  are  significant. 
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There  is  a  need  to  go  beyond  generalities  to  an  analysis  of  each  subgroup.  Subgroup  factors, 
such  as  place  of  birth,  generation,  age  of  immigration,  length  of  U.S.  residence,  region, 
socioeconomic  status  and  level  of  acculturation,  or  diet  and  lifestyle,  affect  heart  disease  and 
stroke  mortality.  Heart  disease  risk  appears  to  increase  with  length  of  U.S.  residence  and 
acculturation. 

Blood  Pressure 

Limited  data  on  hypertension  in  the  A/PI  community  is  available  from  the  California 
Hypertension  Surveys  conducted  in  1979  and  1983.  The  California  Hypertension  Surveys 
estimates  of  elevated  blood  pressure  (>  140/90)  prevalence  among  Japanese  men  (aged  18-49) 
was  slightly  higher  than  for  white  men  (19.2  vs  15.0  percent).  Prevalence  for  Japanese  men  over 
50  years  of  age  was  lower  than  whites.  Among  Chinese,  prevalence  was  lower  among  men 
(aged  18-49  years  of  age)  than  whites  but  higher  among  those  over  50  years  of  age.  California 
Filipinos  revealed  higher  prevalence  rates  than  other  racial/ethnic  groups,  except  African 
Americans.  A/PI  women  tended  to  have  blood  pressure  significantly  lower  than  whites. 
Awareness  about  hypertension  was  higher  in  Japanese  and  Filipinos  than  whites  but  lower 
among  California  Chinese  adults.  Little,  if  any,  data  exists  about  the  other  California  A/PI 
groups.  Stavig,  Igra,  and  Leonard  (1988)  observed  that  Asians  and  Pacific  Islanders 
demonstrated  a  “lower  level  of  knowledge  about  high  blood  pressure  than  any  other  major  racial 
grouping.”  This  lower  level  is  attributed  to  three  factors: 

1.  The  high  percentage  of  foreign  bom  A/PIs. 

2.  Ambivalence  toward  Western  medicine  because  of  adherence  to  established  Eastern 
medical  practices. 

3.  Linguistic  and  cultural  barriers  to  health  care. 

In  a  joint  research  program  between  the  People’s  Republic  of  China  and  the  United  States, 
Chinese  populations  residing  in  northern  and  southern  China  were  surveyed  for  blood  pressure 
and  cholesterol  levels.  Average  blood  pressure  levels  in  China  according  to  location  (urban/ 
rural,  south/north)  ranged  from  1 12  to  122  mm  Hg  systolic  and  72  to  79  mm  Hg  diastolic  among 
men  aged  35-39  to  1 15  to  129  mm  Hg  systolic  and  73  to  84  mm  Hg  diastolic  among  men  50-54. 
Among  Chinese  women,  respective  levels  were  107  to  116  mm  Hg  systolic  and  68  to  75  mm  Hg 
diastolic  for  younger  women,  and  1 10  to  130  mm  Hg  systolic  and  71  to  82  mm  Hg  diastolic 
among  older  women. 

These  data  compare  with  average  blood  pressure  levels  from  1 17/77  among  white  men  age  35-39 
to  125/81  in  men  aged  50-54  sampled  in  Lipid  Research  Clinics.  The  values  in  women  ranged 
from  1 1/70  to  124/77  mm  Hg,  respectively. 


42 


Asian  and  Pacific  Islander  Task  Force  Report 


Health  Status  Objectives 

1.  Reduce  coronary  heart  disease  deaths  to  no  more  than  100  per  100,000.  Amendment: 
Specify  and  monitor  health  status  objectives  of  reduction  in  coronary  heart  disease  deaths 
among  A/PI  populations,  by  the  fourteen  established  A/PI  categories. 

(Baseline:  Healthy  People  2000:  National  Health  Promotion  and  Disease  Prevention  Objectives.) 

2.  Reduce  stroke  deaths  to  no  more  than  20  per  100,000. 

(Baseline:  Healthy  People  2000:  National  Health  Promotion  and  Disease  Prevention  Objectives.) 


Risk  Factor  Reduction  Objectives 

1 .  Increase  to  at  least  70  percent  the  proportion  of  individuals  with  their  blood  pressure  under 
control. 

(Baseline:  California  Hypertension  Study.) 

2.  Increase  to  at  least  80  percent  the  proportion  of  people  with  high  blood  pressure  who  are 
taking  action  to  help  control  their  blood  pressure. 

(Baseline:  California  Hypertension  Study.) 

3.  Decrease  the  incidence  of  hypertension  among  A/PIs  by  10  percent,  with  the  prevalence  of 
hypertension  among  Filipino,  Pacific  Islanders,  Japanese,  and  Chinese  men  not  to  exceed 
the  general  population. 

(Baseline:  California  Hypertension  Survey  -  Ages  (18-49):  A/PI  men  21.5/women  5.1;  Chinese  men  13.3/ 
women  7.1;  Japanese  men  19.8/women  .9;  Filipino  men  30.5/women  6.7;  other  men  28.5/  women  3.2.  Ages 
£50+):  A/PI  men  49.1/women  37.1;  Chinese  men  50.3/women  42.6;  Japanese  men  32.3/women  17.5;  Filipino 
men  60.5/women  65.2;  other  men  53.2/women  42.2.) 

4.  Increase  by  20  percent  the  awareness  level  of  hypertension  among  A/PIs  of  all  ages. 

(Baseline:  A/PI  men  54.5/women  52.5;  Chinese  men  45/women  55;  Japanese  men  53.3/women  60;  Filipino 
men  64.5/women  49  percent.) 

5.  Increase  to  at  least  90  percent  the  proportion  of  adults  who  have  had  their  blood  pressure 
measured  within  the  preceding  2  years  and  can  state  whether  their  blood  pressure  was 
normal  or  high. 

(Baseline:  Healthy  People  2000.) 
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6.  Increase  to  at  least  90  percent  the  proportion  of  adults  who  have  their  blood  cholesterol 
measured  within  the  preceding  two  years  and  can  state  whether  their  blood  pressure  was 
normal  or  high. 

7.  Increase  to  at  least  80  percent  the  proportion  of  persons  with  high  cholesterol  who  are 
under  treatment  and  taking  action  to  reduce  their  cholesterol  reading. 

8.  Reduce  cigartette  smoking  to  a  prevalence  of  no  more  than  20  percent  among  A/PI  males 
and  no  more  than  2  percent  among  A/PI  females. 

(Baseline:  Vietnamese  men  39  percent,  Vietnamese  women  2.3  percent  in  1989.  Chinese  men  28  percent, 
Chinese  women  1  percent  in  1990;  Korean  men  33  percent,  Korean  women  2  percent  in  1989;  Filipino  men 
and  women  15  percent  in  1991;  Cambodian  men  79  percent  in  1982;  Hmong  men  26  percent  in  1982;  A/PI 
men  in  the  U.S.  in  1987  25.9  percent;  A/PI  women  in  the  U.S.  in  1987  1 1.9  percent.) 

9.  Reduce  dietary  fat  intake  to  an  average  of  30  percent  or  less  of  calories  from  fat  and  reduce 
the  average  saturated  fat  to  less  than  10  percent  of  calories  among  A/PI  people  age  2  and 
older. 

(Baseline:  Data  regarding  percentage  of  calories  from  fat  and  from  saturated  fat  are  not  available  for  A/PIs  as 
a  group  or  for  the  different  A/PI  ethnicities.  Highly  acculturated  A/PIs  may  eat  diets  similar  to  those  of  the 
general  U.S.  population  and  thus  exceed  these  dietary  guidelines  as  does  the  general  U.S.  population, 
Immigrant  A/PIs  may  enter  the  U.S.  with  diets  comparatively  low  in  fat,  but  become  at  higher  risk  as  they 
acculturate  and  adopt  the  dietary  habits  of  the  general  U.S.  population.) 

10.  Reduce  sodium  intake  of  A/PIs  to  an  average  of  2,400  mg/day  or  less,  so  at  least  50  percent 
of  home  meal  prepared  food  with  half  the  amount  of  seasonings  containing  sodium,  and  at 
least  75  percent  of  A/PIs  avoid  using  any  condiments  containing  sodium  at  the  table,  and 
80  percent  of  A/PIs  reduce  pickled  vegetable  consumption  with  meals  to  no  more  than 
three  times  a  week. 

(Baseline:  National  Research  Council’s  Report  of  Diet  and  Health  1989:  anecdotal  observations  from 
community  health  professionals;  Healthy  People  2000  Risk  Reduction  Objectives  for  Nutrition.) 

11.  Increase  to  at  least  30  percent  the  proportion  of  people  aged  6  and  older  who  engage 
regularly,  preferably  daily,  in  light  to  moderate  physical  activity  for  at  least  30  minutes  per 
day. 

(Baseline:  Healthy  People  2000:  22  percent  of  people  aged  18  and  older  were  active  for  at  least  30  minutes,  5 
or  more  times/week;  2  percent  were  active  7  or  more  times/week  in  1985.) 
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Services  and  Protection  Objectives 

1.  Increase  by  at  least  75  percent  the  proportion  of  primary  care  providers  who  routinely 
counsel  patients  about  cardiovascular  risk  factors,  i.e.,  recommendations  and  high  blood 
pressure  management. 

(Baseline:  Healthy  People  2000.) 

2.  Increase  to  at  least  90  percent  the  proportion  of  adults  who  have  had  their  blood  pressure 
measured  within  the  preceding  2  years  and  can  state  whether  their  blood  pressure  was 
normal  or  high. 

(Baseline:  California  Hypertension  Survey— 61  percent  of  people  aged  18  and  older  had  their  blood  pressure 
measured  within  the  preceding  2  years  and  were  given  the  systolic  and  diastolic  values  in  1985.) 

Recommendations: 

Personnel  Needs 

•  Include  in  the  curriculum  for  schools  and  programs  preparing  students  for  careers  in  the 
health  profession,  including  allied/associated  public  health  field,  culturally  appropriate 
content  in  cardiovascular  disease  prevention,  including  tobacco  use  prevention,  high  blood 
pressure  and  cholesterol  detection  and  control,  and  ensure  that  graduates  can  demonstrate 
knowledge  of  these  subjects. 

•  Increase  continuing  education  efforts  throughout  state,  regional,  and  local  professional 
associations  on  cardiovascular  disease  risk  factor  detection,  treatment  and  control  for  the 
A/PI  population.  Target  private  physicians  and  group  practice  settings  with  providers 
serving  A/PIs. 

•  Train  primary  and  secondary  school  teachers  in  cardiovascular  risk  factor  prevention  with  a 
culturally  sensitive  curricula. 

•  Educate  professional  associations  to  take  a  more  active  role  in  providing  culturally 
appropriate  education  regarding  cardiovascular  disease,  especially  on  risk  reduction  and 
heart  attack  warning  signs. 

NOTE:  Since  there  is  data  to  suggest  that  increased  length  of  U.S.  residency  and 
acculturation  are  associated  with  an  increased  risk  of  cardiovascular  disease  and  stroke,  all  of 
the  above  educational  efforts  should  encourage  the  integration  and  retention  of  traditional 
diets,  and  the  recognition  of  the  role  of  eastern  treatment  approaches  for  various  risk  factor 
control. 
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Community 

•  Develop  partnerships  with  public  health  professionals  employed  in  high  A/PI  population 
areas  about  culturally  appropriate  high  blood  pressure  and  cholesterol  control  strategies  and 
tobacco  cessation  efforts. 

•  Encourage  the  continued  use/adaptation  of  the  traditional  diet  that  is  heart  healthy  through 
school-based  education  programs  which  address  peer  pressure  to  break  away  from  traditional 
diets  and  encourage  diverse  menus  for  school  meals. 

•  Encourage  public  and  private  agencies  to  provide  screening,  detection,  and  referral  programs 
for  A/PIs. 

Policy 

•  Integrate  the  collection  of  surveillance  data  to  include  significant  samples  of  the  A/PI 
population  so  as  to  establish  adequate  baseline  data  measures  regarding  heart  disease,  stroke, 
and  related  risk  factors. 

•  Further  research  the  higher  mortality  rate  from  stroke  among  A/PIs. 

•  High  Priority  Needs:  Specific  data  are  needed  to  assess  progress  toward  each  of  the  heart 
disease  and  stroke  objectives,  both  in  the  total  population  and  for  each  minority  group,  with 
emphasis  on  those  who  have  limited  access  to  the  medical  care  system.  High  priority  data 
and  surveillance  needs  include  the  following: 

—  Monitor  death  rates  related  to  coronary  heart  disease,  both  in  the  total  population  and  in 
racial  and  ethnic  minority  subgroups. 

—  Monitor  the  number  of  individuals  who  can  state  the  major  modifiable  risk  factors  for 
cardiovascular  disease  (i.e.,  high  blood  pressure,  high  blood  cholesterol,  smoking,  and 
obesity). 

—  Monitor  the  number  of  physicians  and  other  health  care  professionals  who  counsel 
patients  about  responding  immediately  and  appropriately  at  the  first  evidence  of  a  heart 
attack. 

—  Monitor  the  number  of  adult  Asian  Americans  who  recognize  the  signs  and  symptoms  of 
an  impending  heart  attack  and  who  understand  how  to  mobilize  immediate  treatment. 

—  Monitor  the  stroke  death  rates  with  special  emphasis  on  rates  in  Japanese  men. 

—  Monitor  the  proportion  of  hypertensive  individuals  in  minority  groups  who  keep  their 
blood  pressure  under  control.  (This  data  collection  should  be  consistent  with  the 
categories  A/PI  groups  recommended  in  the  Executive  Summary  of  this  report.) 
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Resource  Development 

•  Target  schools  with  large  numbers  of  A/PI  children  to  increase  the  proportion  of  teachers 
who  promote  culturally  appropriate  cardiovascular  disease  prevention  strategies  such  as 
smoking  prevention,  proper  nutrition,  physical  activity  and  early  screening  for  blood  pressure 
and  cholesterol  levels. 
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Abstract 

There  is  little  data  regarding  the  nutritional  status  of  immigrant  Asian/Pacific  Islander  (A/PI) 
populations.  Generally,  the  traditional  diets  in  the  countries  of  origin  of  U.S.  minority  groups  are 
known  to  be  lower  in  fat  and  higher  in  fiber1  with  a  few  exceptions.  For  example,  native  diets  of 
Chinese  in  the  People’s  Republic  of  China  average  between  6-24  percent  kilocalories  from  fat2 
compared  with  those  in  San  Francisco  which  average  approximately  29  percent  of  kilocalories 
from  fat.3  Heart  disease  accounts  for  27.9  percent  of  deaths  in  A/PIs;  cancer  accounts  for  25.2 
percent.5  When  ethnicities  are  specified,  heart  disease  is  the  number  one  killer  of  Japanese, 
Filipino,  Hawaiian,  Guamanian,  Samoan,  and  Pacific  Islanders.5  Cancer  is  the  leading  cause  of 
death  among  Chinese,  Laotians,  Koreans,  Vietnamese,  Cambodians,  and  Thai.5  Migrant  studies 
have  shown  that  immigrants  tend  to  acquire  the  dietary  habits  of  their  new  country  of  residence 
and  may  experience  an  increased  incidence  of  cancer  and  heart  disease  that  correlates  with  the 
increase  in  dietary  fat.67  Health  Status  Objectives  are  set  to  reduce  the  proportional  mortalities 
of  cardiovascular  disease  and  cancer  among  A/PI  populations.  Risk  Reduction  Objectives  and 
Service/Protection  Objectives  address  the  need  for  culturally  specific  educational  materials  and 
education  of  providers  about  ethno-specific  health  and  nutritional  needs. 

Rationale  and  Background  Discussion 

Dietary  factors  have  been  epidemiologically  linked  to  five  of  the  ten  leading  causes  of  death: 
coronary  heart  disease,  cancer,  stroke,  noninsulin-dependent  diabetes  mellitus,  and 
atherosclerosis.11  Such  dietary  factors  include:  overconsumption  of  kilocalories  and  fat  leading 
to  obesity,  diabetes  mellitus,  cardiovascular  disease  and  certain  cancers;  excess  intake  of  sodium 
or  salt-cured  or  pickled  foods  leading  to  hypertension  or  stomach  cancer;  and  inadequate 
consumption  of  foods  or  nutrients  that  may  protect  against  cardiovascular  diseases,  cancer  or 
osteoporosis,  e.g.  vitamin  A,  carotenoids,  vitamin  C,  potassium,  calcium,  fiber  and  complex 
carbohydrates,  fruits  and  vegetables,  or  beta-carotene  rich  fruits  and  vegetables.1  Cirrhosis  of  the 
liver,  unintentional  injuries,  violence  and  suicides  have  been  associated  with  excessive  alcohol 
intake.11 

Problems  of  ovemutrition,  including  an  excess  and  imbalance  of  food  components  in  the  diet, 
have  replaced  the  once-prevalent  nutrient  deficiencies  of  the  past.11  Diet  is  one  factor  within  the 
consumer’s  control  to  reduce  preventable  illnesses  and  premature  deaths.  One  study  has  shown 
that  a  10  percent  reduction  in  plasma  cholesterol  can  potentially  reduce  the  risk  of  fatal  and 
nonfatal  myocardial  infarctions  (heart  attacks)  by  20  percent  (LRC-CPPT,  1984). 14 
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Among  A/PI  populations  in  California,  the  issues  of  highest  priority  are:  excess  dietary  fat, 
particularly  saturated  fatty  acids,  and  cholesterol;  sodium  and  salt  intake,  and  inadequate  calcium 
and  iron  intake  among  pregnant  and  lactating  women  and  children  under  age  three  years. 

Dietary  fat,  particularly,  saturated  fatty  acids,  and  dietary  cholesterol,  has  been  repeatedly  shown 
to  have  a  strong  and  consistent  relationship  to  the  development  of  coronary  heart  disease.12 
Several  cancers,  including  colon  and  breast  cancer  have  been  positively  correlated  with  dietary 
fat  intake.7  It  is  estimated  that  24  percent  of  all  heart  disease9  and  35  percent  of  all  cancer-related 
deaths8  are  related  to  diet.  In  the  United  States,  the  leading  cause  of  death  is  cardiovascular 
disease  closely  followed  by  cancer.5  In  California,  approximately  43  percent  of  deaths  are  due  to 
cardiovascular  disease  (CVD)  and  23  percent  are  due  to  cancer.10  This  is  also  true  for  the  A/PI 
populations.  Among  A/PIs  in  California,  40.2  percent  of  deaths  are  due  to  CVD  and  24.2 
percent  are  due  to  cancer.5  The  average  percent  of  kilocalories  contributed  from  fat  is  between 
37  percent  to  40  percent  for  the  typical  American  diet.  This  trend  is  beginning  to  be  shown 
among  A/PI  groups  such  as  the  Chinese  and  Vietnamese  as  well.  From  a  survey  of  3,000 
Chinese  attending  a  community  health  fair  in  San  Francisco,  an  analysis  of  24  hour  recalls 
showed  an  average  of  29  percent  of  kilocalories  from  fat,  and  over  40  percent  of  the  participants 
had  fat  intakes  greater  than  30  percent  of  total  calories.  A  study  of  Vietnamese  refugees  in  the 
San  Francisco  Bay  Area  has  also  shown  young  Vietnamese  of  both  sexes  consuming  diets  higher 
in  fat  and  lower  in  fiber  than  when  they  lived  in  Vietnam.4 

The  relationship  between  cholesterol,  dietary  fat,  and  CVD  is  supported  by  extensive  and 
consistent  clinical,  epidemiologic,  metabolic  and  animal  research.13  There  is  growing  evidence 
to  dispel  the  views  that  atherosclerosis  and  CVD  represent  immutable  aging  processes,  due  to 
genetic  variations,  or  that  current  cholesterol  levels  for  people  in  the  United  States  are  normal. 
Studies  indicate  that  as  populations  move  and  consume  more  dietary  fat  and  saturated  fat,  their 
incidence  of  CVD  rises.  They  also  display  concurrent  elevations  in  serum  cholesterol.  The  Ni- 
Hon-San  Study,  initiated  in  1965  with  middle-aged  men  of  Japanese  ancestry  residing  in  Japan, 
Honolulu,  and  the  San  Francisco  Bay  area,  showed  intakes  of  saturated  fat  to  be  about  7  percent, 
12  percent,  and  14  percent  respectively.  Average  dietary  cholesterol  intakes  were  464,  545,  and 
533  mg/day,  and  mean  body  weights  were  55,  63  and  66  kg  for  the  respective  populations. 
Compared  with  Japan,  serum  cholesterol  was  12  percent  higher  in  Hawaii  and  21  percent  higher 
in  San  Francisco,  and  CVD  mortality  was  1.7  times  higher  in  Hawaii  and  2.8  times  higher  in  San 
Francisco.15  Chinese  in  the  People’s  Republic  of  China  had  an  average  blood  cholesterol  level  of 
127  mg/dL2  while  Chinese  surveyed  in  San  Francisco  exhibited  average  cholesterol  levels 
between  329-355  mg/dL.3 

Sodium  intake  is  of  particular  concern,  especially  among  A/PI  populations.  Excess  intake  of 
sodium  or  salt-cured  or  pickled  foods  have  been  related  to  hypertension.1  (Basal  sodium 
requirement  for  adults  is  approximately  500mg  of  salt  per  day,16  and  the  1980  Dietary  Guidelines 
recommends  no  more  than  3500mg  of  sodium  per  day.17)  Hypertension  is  a  major  risk  factor  for 
cardiovascular  disease  and  death  in  the  United  States.16 
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Increases  in  sodium  intake  have  been  shown  to  correlate  with  higher  systolic  blood  pressures  in 
China  (Tao  et  al.,  1984)  and  Korea  (Intersalt  Cooperative  Research  Group,  1988).16 

Although  salt  alone  has  not  been  shown  to  be  carcinogenic  in  the  gastrointestinal  (GI)  tract  in  a 
variety  of  animal  bioassays,16  high-salt  diets  in  the  presence  of  other  gastric  carcinogens  have 
also  been  reported  as  factors  in  both  gastric  cancer  initiation  and  promotion.16  Stomach  cancer 
is  associated  with  diets  containing  large  amounts  of  foods  preserved  with  salt  and  possibly  also 
containing  precursors  of  nitrosamines.16  The  association  of  salt  intake  with  gastric  cancer 
becomes  stronger  and  more  uniform  when  salt  intake  from  salted,  smoked,  and  pickled  foods  is 
considered.16  A  concurrence  of  declining  gastric  cancer  mortality  and  decreasing  consumption 
of  salted,  dried  fish  and  salted  vegetables  in  Japan  has  been  noted.16  The  incidence  rates  of 
stomach  and  esophageal  cancers  are  much  higher  among  Asians  in  their  country  of  origin  than 
among  Asian- American  immigrants.2  Stomach  cancer  is  also  associated  with  diets  with  lower 
levels  of  fresh  fruits  and  vegetables  due  to  the  lack  of  substances  which  act  as  possible  inhibitors 
of  nitrosamine  formation.20  Recent  trends  seen  among  Vietnamese  and  Chinese  in  the 
San  Francisco  Bay  Area  show  that  fruit  and  vegetable  consumption  is  lower  than  the  average 
Californian’s.  Vietnamese  consume  an  average  of  3.15  fruits  and  vegetables/day18  and  Chinese 
in  Oakland,  3.06  fruits  and  vegetables/day,21  compared  to  an  average  Californian  whose  average 
fruit  and  vegetable  intake  is  3.7/day.19  In  addition,  the  daily  average  intake  of  fiber  for  Chinese 
in  the  People’s  Republic  of  China  is  33  grams  which  is  three  times  that  of  the  average  American 
(11  grams).2 

Finally,  undernutrition  is  still  a  concern  among  certain  isolated,  economically  deprived 
immigrant,  refugee,  and  homeless  populations,  and  should  not  be  overlooked.11  Women,  infants 
and  children  are  the  usual  victims  of  undemutrition.  Of  special  concern  is  low  calcium  and  iron 
intake  among  these  groups.  Median  daily  intakes  of  calcium  and  iron  are  considerably  below  the 
1989  RDA’s.11  Iron  deficiency  anemia  is  of  special  concern  for  children  living  in  poverty  and 
among  low-income  women.11  Iron-deficiency  anemias  are  most  commonly  reported  among 
Southeast  Asian  women,  infants,  and  children  participating  in  Women,  Infants,  and  Children 
(WIC)  Supplemental  food  programs  in  California.  Calcium  intake  is  an  issue  because  of  lactose 
intolerance  among  many  Asian  women. 

Health  Status  Objectives 

1.  Reduce  the  incidence  rates  of  cardiovascular  disease  (CVD)  in  the  A/PI  population  to  at 
least  that  of  the  pre-emigration  rate  in  their  native  countries  or  to  a  rate  of  at  least  100  per 
100,000,  whichever  is  less. 

(Baseline:  Incidence  rate  of  heart  disease  among  Chinese  men  in  mainland  China  1/17  that  of  American  male 
incidence  rates  for  heart  disease2;  Healthy  People  2000  Health  Status  Objective  for  Coronary  Heart  Disease.) 
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2.  Reduce  the  proportion  of  all  deaths  among  A/PIs  due  to  cancer  at  all  sites  to  at  least  that  of 
the  white  population. 

(Baseline:  24.2  percent  for  A/PI  in  1986-87;  23.4  percent  for  whites  in  1986-87.) 

3.  Reduce  the  incidence  rates  of  colon  cancer  among  A/PIs  to  at  least  that  of  the  pre¬ 
emigration  rate  in  their  native  countries. 

(Baseline:  Incidence  rate  of  colon  cancer  among  Chinese  in  mainland  China,  50  percent  that  of  American 
colon  cancer  incidence  rates.2) 

4.  Reduce  the  prevalence  rate  of  hypertension  in  A/PIs  to  at  least  that  of  the  white  population. 
(Baseline:  No  data  available.) 

5.  Reduce  the  rate  of  iron-deficiency  anemia  among  pregnant,  lactating  A/PI  women,  infants 
and  children  under  3  years  of  age  to  at  least  6.3  percent  prevalence. 

(Baseline:  National  Health  and  Nutrition  Examination  Survey  II  (NHAMES  II)  prevalence  rate  of  iron- 
deficiency  anemia  among  women  ages  20-44.21) 

6.  Reduce  growth  retardation  among  low-income  A/PI  children  aged  5  and  younger  to  less 
than  10  percent. 

(Baseline:  Healthy  People  2000  Nutrition  Health  Status  Objectives  for  Special  Population  Target.) 

Risk  Reduction  Objectives 

1.  Reduce  dietary  fat  intake  to  an  average  of  30  percent  of  calories  or  less  and  saturated  fat 
intake  to  an  average  of  10  percent  of  calories  or  less  among  A/PIs  who  are  aged  2  and 
older. 

(Baseline:  American  Cancer  Society,  American  Heart  Association,  American  Diabetes  Association 
recommendations.) 

2.  Reduce  the  average  serum  blood  cholesterol  of  A/PIs  to  at  least  200mg/dL. 

(Baseline:  National  Heart,  Lung,  and  Blood  Institute,  American  Heart  Association  recommendations.) 

3.  Increase  the  consumption  of  fresh  fruits  and  vegetables  of  all  A/PIs  to  an  average  of  five 
servings  or  more  a  day. 

(Baseline:  CDHS  5  a  Day  Program.) 
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4.  Reduce  sodium  intake  of  A/PIs  to  an  average  of  2,400  mg/day  or  less  so  at  least  50  percent 
of  home  meal  preparers  prepare  foods  with  half  the  amount  of  seasonings  containing 
sodium,  and  at  least  75  percent  of  A/PIs  avoid  using  any  condiments  containing  sodium  at 
the  table,  and  80  percent  of  A/PIs  reduce  pickled  vegetable  consumption  with  meals  to  no 
more  than  three  times  a  week. 

(Baseline:  National  Research  Council’s  Report  of  Diet  and  Health.  1989:  anecdotal  observations  from 
community  health  professionals;  Healthy  People  2000  Risk  Reduction  Objectives  for  Nutrition.) 

5.  Increase  calcium  intake  so  that  50  percent  of  A/PI  youth  aged  12  through  24  and  50  percent 
of  pregnant  and  lactating  A/PI  women  consume  three  or  more  servings  daily  of  foods  rich 
in  calcium,  and  at  least  50  percent  of  people  aged  25  and  older  consume  2  or  more  servings 
daily. 

(Baseline:  Healthy  People  2000  Risk  Reduction  Objectives  for  Nutrition.) 

6.  Reduce  iron  deficiency  to  less  than  3  percent  among  A/PI  children  aged  1  through  4  and 
among  A/PI  women  of  childbearing  age. 

(Baseline:  Healthy  People  2000  Risk  Reduction  Objectives  for  Nutrition.) 

7.  Increase  to  at  least  85  percent  the  proportion  of  A/PI  people  18  years  and  older  who  can 
identify  low-fat  and  low-sodium  ethnic  foods  to  make  nutritious  food  selections. 

(Baseline:  Healthy  People  2000  Risk  Reduction  Objectives  for  Nutrition.) 

Service  and  Protection  Objectives 

1.  Increase  to  at  least  75  percent  the  proportion  of  primary  care  providers  who  provide  ethnic- 
specific  nutrition  assessments  and  counseling  and/or  referral  to  qualified  nutritionists  or 
dietitians. 

(Baseline:  no  data  available.) 

2.  Provide  useful  and  informative  nutrition  labeling  for  all  processed  foods  (both  domestic  and 
foreign)  in  English  and  the  language  of  origin  for  foreign  products. 

(Baseline:  no  data  available.) 

3.  Analyze  100  or  more  A/PI  ethnic  foods  to  incorporate  into  current  U.S.  Department  of 
Agriculture  nutrient  databases. 

(Baseline:  no  data  available.) 
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4.  Increase  to  at  least  90  percent  the  proportion  of  restaurants  and  institutional  food  service 
operations  that  offer  identifiable  low-fat,  low-sodium,  low-calorie  ethnic  food  choices, 
consistent  with  The  California  Daily  Food  Guide:  Dietary  Guidance  for  Californians. 

(Baseline:  Healthy  People  2000  Services  and  Protection  Objectives  for  Nutrition.) 

5.  Develop  and  maintain  actively  working  coalitions  of  health  professionals  serving  specific 
A/PI  populations  to  collect  nutritional  data,  provide  training,  and  disseminate  information 
and  materials  needed  to  improve  the  nutritional  status  of  specific  A/PI  populations. 

(Baseline:  no  data  available.) 

Recommendations: 

Community 

•  Train  more  providers  serving  the  A/PI  population  about  specific  dietary  patterns  among  each 
group. 

•  Develop  and/or  adapt  culturally  appropriate/sensitive  nutrition  education  materials  in  specific 
A/PI  languages. 

•  Develop  a  clearinghouse  where  access  to  A/PI  appropriate  materials  can  be  obtained. 

•  Seek  funding  to  build  a  coalition  of  nutritionists/health  providers  for  all  A/PI  groups. 

•  Develop  a  directory  of  providers  serving  specific  A/PI  communities  so  resources  can  be 
shared. 

•  Compile  a  list  of  nutrient  analyses  of  existing  A/PI  ethnic  foods  and  make  it  available  to 
providers  and  consumers. 

•  Train  providers  and  consumers  about  food  identification  of  ethnic  low-fat  and  low-sodium 
foods  to  encourage  positive  traditional  food  practices  including  low-fat  and  low-income 
consumers. 

•  Educate  providers  and  consumers  about  popular  food  myths  and  misconceptions  about  low- 
fat,  low-sodium  eating. 

•  Improve/increase  the  food  identification  and  modification  skills  of  providers  and  consumers 
about  low-fat,  low-sodium  food  preparation  and  shopping  skills. 

•  Develop  specific  nutrition  risk  assessment  and  surveillance  for  different  A/PI  population 
groups. 

•  Educate  food  suppliers  on  developing  low-fat,  low-sodium  foods  for  A/PI  consumers. 
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Policy 

•  CDHS  and  U.S.  Department  of  Food  and  Agriculture  should  work  to  evaluate  government 
food  supplement  programs,  such  as  WIC/Commodity  Food  Program,  and  to  provide 
culturally  acceptable  foods  that  are  high  in  specified  nutrients  (e.g.  calcium,  iron). 

•  Educate  practicing  providers  and  policy  makers  about  A/PI  nutrition-related  health 
conditions  and  to  mobilize  community  groups  to  get  involved  in  advocating  these  issues. 

•  California  Department  of  Health  Services  should  require  accurate,  bilingual  food  labeling  on 
all  imported  foods. 

Resource  Development 

•  Train  more  A/PI  physicians/nutritionists/dietitians/health  educators,  etc. 

•  Include  nutrition  in  the  curriculum  of  these  training  programs. 

•  Develop  or  design  appropriate  restaurant  intervention  programs  so  that  low-fat  and  low- 
sodium  choices  are  available  to  A/PI  consumers. 
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Abstract 

Tobacco  use  among  California’s  Asian/Pacific  Islander  (A/PI)  populations  demands  increased 
attention.  Several  factors  necessitate  directing  additional  focus  on  tobacco  use  for  A/PIs.  First, 
there  exist  little  information  and  data  regarding  A/PI  tobacco  use  and  associated  diseases.  The 
few  studies  available  indicate  that:  (1)  A/PIs  themselves  know  little  about  the  risks  and  diseases 
associated  with  tobacco  use,1  (2)  smoking  is  highly  prevalent,  especially  among  males  and  newer 
immigrants,2  3  (3)  smoking  activity  begins  during  the  early  teen  years,4,5  (4)  tobacco  usage  is  high 
among  A/PIs6-7,  and  (5)  smoking  continues  after  immigration  to  the  U.S.8 

Present  trends  indicate  an  overall  increase  in  tobacco  use  among  A/PIs.  Yet  Healthy  People 
2000  devotes  only  one  paragraph  to  Asian  Americans  and  does  not  mention  Pacific  Islanders  in 
its  twenty-five  pages  on  tobacco.  Given  its  needs  and  its  population  size,  particularly  in 
California,  A/PIs  are  not  receiving  the  attention  and  recognition  their  status  demands.  Healthy 
People  2000  objectives  need  to  address  this  group’s  experience,  values  and  cultural 
characteristics,  and  health  beliefs  and  practices  if  its  goals  on  health  promotion  and  disease 
prevention  are  to  be  met  by  the  year  2000. 

This  position  paper  calls  for  adaptation  of  Healthy  People  2000  objectives  on  tobacco  use  to 
make  them  more  relevant  to  A/PI  communities  in  California.  It  points  out  the  need  for  greater 
appreciation  of  the  diversity  among  A/PIs.  It  then  amends  selected  objectives  and  makes 
recommendations  for  culturally  appropriate  policymaking,  resource  development,  and  health 
promotion  on  tobacco  use. 

Background  and  Rationale 

Healthy  People  2000  objectives  are  limited  in  their  applicability  to  the  diverse  and  diversifying 
A/PI  populations  primarily  because  of  the  lack  of  baseline  data  to  justify  the  need  for  the 
objectives  themselves.  For  example.  Healthy  People  2000  cites  one  study,  Hawaii’s  1986 
Behavior  Risk  Factor  Survey,  to  support  its  generalization  that  “smoking  rates  among  more 
established  Asian  American  groups  are  relatively  low.”  This  conclusion  is  not  only  inaccurate, 
its  application  endangers  the  health  of  an  American  population  group  with  growing  health  care 
needs  that  will  continue  not  to  be  met.  In  addition,  the  document’s  failure  to  address  tobacco  use 
by  Pacific  Islanders  continues  to  reflect  a  legacy  of  ignorance  and  neglect  of  this  population 
group. 
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To  better  meet  its  purposes,  Healthy  People  2000  objectives  on  tobacco  need  to  be  supported  by 
better  data  and  surveillance  of  A/PI  populations.  Community  sensitive  and  community 
generated  research  provides  critical  mechanisms  for  acquiring  better  information  and  data  about 
A/PI  health  needs  and  conditions. 

Although  the  lack  of  national  surveillance  and  data  constrains  our  documentation  of  the 
prevalence  of  smoking  among  A/PI  populations,  studies  referenced  above  indicate  that  some  of 
the  recent  A/PI  immigrant  groups  have  the  highest  prevalence  of  smoking  in  the  U.S., 
particularly  among  men.  For  example,  “studies  of  Southeast  Asian  refugees  in  California 
conducted  between  1984  and  1988  reported  smoking  rates  of  55  to  65  percent  for  Vietnamese 
men,  71  percent  for  Cambodian  men,  and  92  percent  for  Lao  men."2 

Increasing  immigration  from  Asian  countries  and  the  Pacific  Islands  where  smoking  is  prevalent 
will  likely  contribute  to  an  increasing  prevalence  of  smoking  among  A/PI  populations  in  the  U.S. 
Studies  report  a  prevalence  rate  of  61  percent  in  Japan,  75  percent  in  South  Korea,  and  47 
percent  in  the  Philippines.  From  the  last  finding,  one  can  infer  a  high  smoking  prevalence 
among  the  600,000  Filipinos  in  California  since  two-thirds  are  immigrants.  In  another  survey, 

99  percent  of  Lao  male  smokers  in  the  U.S.  had  their  first  cigarette  in  Laos;  more  than  half  of 
them  started  smoking  before  age  17. 

Statistics  alone,  however,  will  not  serve  as  the  premise  for  posing  solutions.  The  target  for 
behavioral  change  and  for  analysis  need  to  be  redefined.  For  instance,  setting  goals  by  the 
number  of  new  smokers  deterred  or  deaths  prevented  presupposes  the  individual  as  the  unit  of 
analysis  and  intervention.  But  other  units,  like  the  family,  workforce,  school  or  community,  may 
be  more  culturally  appropriate  for  most  A/PI  groups.  How  we  attribute  the  pathogenesis  of 
tobacco  use  to  individual  choice  alone  or  to  familial,  cultural  or  socioeconomic  predisposition 
will  significantly  determine  the  intervention  we  adopt.  To  be  more  effective  and  responsive, 
Healthy  People  2000  needs  to  recognize  A/PI  use  of  tobacco  in  its  social  and  cultural  contexts. 

Finally,  the  prevalence  of  smoking  among  immigrants  and  refugees  point  to  the  need  to  redress 
the  “dumping”  practice  of  the  U.S.  tobacco  industry  in  many  parts  of  Asia  and  the  Pacific 
Islands.  Dr.  C.  Everett  Koop,  former  Surgeon  General,  has  stated; 

"Unfortunately,  in  one  of  the  most  disgraceful  examples  of  private  enterprise  gone 
amok:  the  cigarette  industry  is  focusing  its  high-powered  marketing  attention  on  the 
unprotected  citizens  of  Third  World  countries  in  Asia,  Africa,  and  South  America".10 

This  aggressive  approach  of  the  American  tobacco  industry  to  inundate  new  markets  with 
tobacco  products  directly  affects  the  health  of  current  and  future  Americans  as  well  as  those  at 
the  highest  health  risk. 
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The  following  Healthy  People  2000  objectives  are  amended  to  address  the  above  issues. 

Risk  Reduction  Objectives 

3.1  and  3.2  Reduce  coronary  heart  disease  deaths  to  no  more  than  100  per  100,000 

people  and  slow  the  rise  in  lung  cancer  deaths  to  achieve  a  rate  of  no 
more  than  42  per  100,000  people. 

Amendment:  Specify  and  monitor  health  status  objectives  of  reduction  in  coronary  heart  disease 
deaths,  and  chronic  obstructive  pulmonary  disease  status  objectives,  as  well  as  diseases 
associated  with  smoking  (e.g.  lung  cancer)  which  are  prevalent  in  A/PI  populations,  by  the 
fourteen  established  A/PI  categories. 

Coronary  heart  disease  and  lung  cancer  are,  as  in  the  general  population,  leading  causes  of  deaths 
in  A/PI  communities.  Native  Hawaiians,  Chinese  women,  and  Southeast  Asian  men  have  higher 
incidence  of  lung  cancer  than  their  Caucasian  counterparts.  In  addition,  esophageal  and 
nasopharyngeal  cancer  and  stomach  cancer,  both  associated  with  smoking,  are  higher  among 
Chinese  and  Japanese,  respectively,  compared  to  Caucasians.9 

3.4  Reduce  cigarette  smoking  to  a  prevalence  of  no  more  than  20  percent 
among  A/PI  males  and  nor  more  than  2  percent  for  A/PI  females. 

3.5  Reduce  the  initiation  of  cigarette  smoking  by  children  and  youth  so  that  not 
more  than  1 5  percent  have  become  regular  cigarette  smokers  by  age  20. 

Amendment:  Specify  risk  and  monitor  prevalence  by  the  fourteen  A/PI  categories  identified  by 
the  Health  Demographic  Section  of  the  CDHS.  (Then,  with  relevant  and  appropriate 
information,  increase  the  target  level  of  prevalence  reduction  for  each  A/PI  subgroup.) 

The  “fifteen  percent”  reduction  in  the  prevalence  of  cigarette  smoking  set  forth  by  Objective  3.4 
and  3.5  is  insufficient  for  A/PI  populations  in  which  smoking  is  highly  prevalent.  Again,  this  is 
due  to  the  lack  of  sufficient  baseline  data.  In  addition,  passing  reference  to  Southeast  Asians 
does  not  properly  address  smoking  as  a  prevalent  public  health  concern  among  most  A/PI 
communities.  It  dangerously  implies  that  smoking  is  not  a  problem  among  A/PI  communities. 
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Service  and  Protection  Objectives 

3.10  Establish  tobacco-free  environments  and  include  tobacco  use  prevention  in 
the  curricula  of  all  elementary,  middle,  and  secondary  schools,  preferably  as 
part  of  quality  school  health  education. 

Amendment:  Develop  strategies  to  integrate  the  participation  of  the  family,  the  workplace,  the 
school  and  the  community  in  tobacco  use  prevention  curricula.  Ensure  that  health  education 
materials  are  available  in  various  A/PI  languages  and  accessible  in  settings  with  A/PI  presence, 
such  as  English  as  a  Second  Language  and  bilingual  education  classes. 

For  many  A/PIs  the  most  significant  social  sphere  is  the  family.  Where  these  family  members 
find  themselves,  such  as  work,  school,  market,  church,  temple,  etc.,  must  serve  as  the  contexts  to 
provide  information  on  tobacco  use,  cessation  and  tobacco-related  diseases.  Tobacco  awareness 
programs  that  involve  the  family  have  long  retention  rates.  Preliminary  studies  indicate  that 
Chinese  Americans  often  smoke  while  viewing  rented  Chinese-language  video  cassettes.11 
Inserting  messages  in  such  videos  becomes  a  viable  and  effective  means  for  communicating 
tobacco  information.  Asian  Indian  members  support  a  similar  approach  in  their  community. 

Preventive  intervention  meaures  must  be  culturally  appropriate.  For  example,  one  survey 
indicates  that  the  Chinese  smoke  primarily  for  social  reasons.  It  is  customary  for  hosts  to  offer 
cigarettes  to  guests  as  a  sign  of  hospitality  and  an  offer  of  friendship,  and  refusal  could  be 
interpreted  as  an  affront  to  the  host’s  “face.”  Another  survey  indicates  that  more  than  a  quarter 
of  Vietnamese  smokers  in  the  San  Francisco  Bay  Area  either  believed  that  cigarette  smoking  did 
not  cause  cancer,  did  not  know  that  it  did,  or  had  never  heard  of  cancer.  Appropriate 
intervention  may,  therefore,  target  behavioral  modification  in  Chinese  communities  and 
information  dissemination  within  Vietnamese  communities.  Further  studies  of  these  cultural 
differences  must  continue  to  be  performed  to  gain  a  better  understanding  of  tobacco  behavior  of 
Chinese  and  Vietnamese,  as  well  as  other  A/PIs. 

In  addition,  intervention  must  consider  the  socioeconomic  status  of  A/PIs.  Those  in  the  greatest 
social  and  economic  need  will  perceive  and  prioritize  tobacco  and  health  issues  under  a  different 
set  of  standards. 
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Recommendations: 

We  recommend  the  following  changes  in  policy,  resource,  and  community  development  to  make 

Healthy  People  2000  objectives  more  responsive  to  the  needs  of  A/PI  communities  in  California. 

Community 

•  Health  care  providers,  working  with  A/PI  communities,  should  develop,  with  the  support  of 
public  and  private  organizations,  culturally  appropriate  community-based  programs  in 
prevention,  intervention  and  policy  that  involve  the  family,  the  workplace,  health  and 
medical  practitioners,  and  the  community,  as  well  as  the  school. 

•  Health  care  providers,  community-based  organizations  and  public  health  agencies  should 
educate  merchants  and  restaurant  owners  about  local  tobacco  ordinances,  e.g.,  selling  loose 
tobacco,  selling  to  minor-age  children. 

•  Community-based  organizations  working  with  A/PIs  should  promote  smoke-free 
communities. 

•  With  adequate  financial  support  from  the  CDHS,  local  health  departments  and  private 
benefactors,  community-based  organizations  working  with  A/PI  clientele  should  refuse 
contributions  from  tobacco  industries  and  their  affiliates,  and  instead,  seek  alternative 
sources  for  revenue. 

•  Develop  unique  partnerships  among  community-based  organizations,  public  health  agencies 
and  media  outlets  to  produce  and  present  more  public  service  announcements  providing 
education  about  tobacco  use  and  its  effect  on  health.  Information  here  needs  to  include: 

1)  passive  smoke,  2)  risks  of  smoking,  and  the  3)  benefits  of  quitting. 

•  Highlight  role  models  to  convey  tobacco-free  behaviors  and  lifestyles. 

•  With  funding  and  collaborative  support,  newcomer  organizations,  social  services  agencies 
and  mutual  aid  association  can  integrate  anti-tobacco  and  health  education  and  activities  in 
regular  operations. 

Resource  Development 

•  Appropriate  state,  county,  and  local  agencies  in  public  health,  finance,  and  education  should 
design  and  fund  the  development  of  culturally  appropriate  and  linguistically  accessible 
materials,  programs,  personnel  and  training  to  target  particular  A/PI  groups  in  tobacco  use 
intervention  programs. 


63 


Tobacco 


•  Voluntary  health  associations/agencies,  such  as  the  American  Cancer  Society,  the  American 
Heart  Association  and  the  American  Lung  Association,  should  actively  design  and  fund  the 
development  of  similar  educational  materials. 

•  Voluntary  health  associations/agencies,  such  as  the  American  Cancer  Society,  the  American 
Heart  Association  and  the  American  Lung  Association,  should  train  A/PI  communities  how 
to  facilitate  anti-tobacco  and  prevention  actitivities. 

•  Establish  a  clearinghouse  for  different  A/PI  language  materials  on  tobacco  use  and  effects. 

•  Community-based  organizations  and  voluntary  associations/agencies  should  build 
partnerships  to  develop  and  disseminate  educational  materials  relevant  to  A/PI  tobacco  use. 

•  Local  tobacco  control  lead  agencies,  voluntary  associations/agencies  and  the  Tobacco 
Control  Section  within  the  CDHS  should  provide  technical  assistance  and  consultation  to 
community-based  organizations  in  seeking  funders  who  promote  smoke-free  lifestyles. 

Policy 

•  Appropriate  state,  county,  and  local  agencies  in  public  health,  budget  and  finance  should 
design  and  fund  the  development  of  data  and  surveillance  of  tobacco  use  among  A/PIs  for  at 
least  the  aforementioned  fourteen  categories  specified  by  the  Health  Demographics  Section 
within  CDHS. 

•  The  Health  Demographics  Section,  CDHS,  should  add  Asian  Indian,  Mien,  Hmong,  and 
Tongan  to  the  14  A/PI  categories. 

•  The  Health  Demographics  Sections,  DHS  should  develop  materials  which  identify  and  report 
the  following  categories: 

—  regional  locale 

—  age  group 

—  country  of  birth  (immigrant  vs.  American-born) 

—  country  immigrated  from  (if  different  from  nativity) 

—  ethnicity  (specific  A/PI) 

—  primary  language  and  dialect 

—  gender 

—  mortality  rate 

—  morbidity  rate 

—  frequency  of  tobacco  use  (and  its  relation  to  usage  in  country  of  origin) 

—  use  of  smokeless  tobacco  and  other  tobacco  products 

—  literacy  rates 

—  family  size  vs.  household  size 
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•  CDHS,  working  with  local  agencies,  should  design,  implement,  fund,  and  report  data  and 
surveillance  activities  on  A/PI  tobacco  use  and  effects. 

•  Voluntary  health  associations/agencies,  such  as  the  American  Cancer  Society,  the  American 
Heart  Association  and  the  American  Lung  Association,  should  also  maintain  documentation 
for  the  same  categories. 

•  Local  legislative  bodies  need  to  establish  and  enforce  local  ordinances  that  prohibit  smoking 
in  restaurants,  markets,  bakeries,  beauty  shops  and  other  businesses  frequented  by  A/PIs. 

•  CDHS,  clinics  and  hospitals,  chambers  of  commerce  and  voluntary  associations/agencies 
should  produce  and  distribute  language  and  literacy  appropriate  anti-tobacco  signs  to 
restaurant,  markets,  beauty  shops  and  other  businesses  frequented  by  A/PIs. 

•  Academic  health  research,  such  as  that  occurring  within  the  University  of  California  system, 
should  be  supported  and  conducted  among  A/PI  groups. 

•  The  U.S.  Department  of  Health  and  Human  Services  and  other  federal  health  agencies  must 
conduct  more  research  on  the  health  conditions  and  needs  of  A/PI  Americans.  Until 
adequate  information  is  acquired,  conclusive  statements  about  A/PI  health  cannot  be  made. 
The  Health.  United  States.  1990  gravely  distorts  cigarette  smoking  conditions  in  A/PIs.  It 
does  not  properly  identify  A/PIs  or  A/PI  subgroups  as  having  high  tobacco  use  and  its 
associated  health  disorders.  Applications  of  misleading  findings  endanger  the  health  of  A/PI 
populations. 

•  Public  officials  should  not  accept  any  contributions  from  tobacco  companies  or  their 
corporate  entities. 

•  Congress  should  prohibit  the  U.S.  Trade  Representative,  as  well  as  other  relevant 
administrative  and  legislative  bodies,  from  promoting  American  tobacco  products  in 
international  markets. 

Conclusion 

Addressing  tobacco  use  in  A/PI  communities  is  a  critically  necessary  endeavor.  These 
communities  are  subjected  to  harassment,  deception  and  death  for  the  ultimate  benefit  of 
sophisticated,  well-established,  monied  and  profit-driven  producers  and  purveyors  of  tobacco. 
Responses  to  this  onslaught  must  come  not  only  from  health  professionals  but  from  all  segments 
of  these  communities.  The  proactive  efforts  of  A/PIs  in  reclaiming  their  health  destinies  is  a 
critical  opportunity  to  optimize  the  rewards  of  community  empowerment  and  self-determination. 
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The  front  cover  graphic  was  designed  by  Joan  Tarika  Lewis  of  Oakland,  CA. 

Ms.  Lewis  strived  to  illustrate  unity  with  her  circular  design  of  symbols  from  different 
cultures.  She  was  impressed  by  the  similarity  between  the  symbols  and  how  well  they 
blend  into  one  another.  She  commented, 

" We  are  all  closer  to  one  another  than  we  think." 


